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URING the week in which this date’ fell three years ago, 
fighting in the Argonne was at its height. Our battle 
deaths alone were nearly a thousand a day—the heaviest of 
any week in the war. Base hospitals of the A. E. F. were 
crowded to their capacity. In most of those in forward areas 
full ‘‘crisis expansion’’ of tentage was required to receive the 
stream of wounded men pouring in from the divisions at the 
front. Two of those great hospital centers could have cared 
for all the ex-service men who are under treatment in hos- 
pitals in this country to-day, yet two such centers constituted 
searcely a tenth of the hospital facilities in use. A feeling 
of deepest concern for the men in these hospitals existed in 
every household in the United States in which a service flag 
or a Red Cross poster was displayed. The doctors and nurses 
who were the instruments by which, this mighty volume of 
sentiment was expressed in France were fully conscious of 
the sacredness of the trust reposed in them. There was no 
distinction between ‘‘worthy’’ and ‘‘unworthy’’ soldiers. 
Diseases and injuries that ended military usefulness forever 
were treated as carefully and as skillfully as wounds or dis- 
orders that could be cured in time to restore fighting men to 
the line. Complicated conditions called only for an extra 
output of energy and skill and although, even at that time, 
many men were suffering from disorders that will terminate 


* Read at the American Red Cross Convention, Columbus, Ohio, October 5, 1921. 
1 See note above. 
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only many years hence, the terms ‘‘chronic’’, ‘‘custodial’’, 


‘*terminal’’, and ‘‘incurable’’ had not yet found places in our 
vocabulary. 


Tre Iyrervat (1918-1921) 


Although to-day the war seems far off, it is well to remem- 
ber that there are ex-service men who have spent the three 
years since it closed in bed. These men have been aware, 
above them, of clashing of authority and wrangling over 
precedence, but they have seen about them the devotion of 
individual doctors and nurses, making atonement in make- 
shift hospitals for the deplorable delay of Congress in appro- 
priating money for real hospitals and the equally deplorable 
efforts of a three-headed administrative anomaly to act as if 
it were directed by a single brain. Every one was aware of 
the strange lethargy that fell upon all of us when the war 
was over. Abnormal psychology has satisfactory explana- 
tions for the extraordinary results that come when an activity 
into which the whole emotional life of an individual is pro- 
jected suddenly ceases. Physicians see it often when death 
ends the long bedside vigil of a devoted wife or mother. That 
post-war apathy has affected many different fields of human 
activity, more deeply, perhaps, in this country than in those 
longer in the war on account of the intensity of our war 
emotions and the fact that their duration was too short to 
enable certain stabilizing factors to begin to operate. Wide 
as were its effects, however, I do not hesitate to say that 
disabled ex-service men have borne its fullest brunt. The 
period during which money should have been made available 
for hospitals, plans for construction prepared, sites secured, 
and definite hospitalizing policies established was coincident 
with that of the strongest revulsion of feeling toward war and 
all that war implies. The post-war irritability, of which every 
one of us must be aware if we are frank with ourselves, 
extended apparently even to high officers of the government 
and, behind the polished: plate-glass front of apparent official 
tranquility, bitter enmities arose and were fought out. During 
this period of inactivity the ‘‘contract’’ system, by which the 
care of disabled men has been farmed out to state, county, 
local, and private hospitals, had its origin and greatest growth. 
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Were the task of caring for the war’s disabled to begin with 
the present public attitude, the establishment of the ‘‘con- 
tract’’ system would never be permitted. 

There is nothing to be gained from devoting our attention 
now to this painful interval. Many of the difficulties that 
characterized it were unavoidable. Others came from mis- 
understandings that, while not unavoidable, nevertheless 
required an unusual amount of understanding, tolerance, and 
spirit of service to be averted. Some day the historian, the 
political economist, and the sociologist will discover for us 
the deep underlying reasons that led the richest nation of the 
earth to permit a period of almost unbelievable neglect of its 
disabled defenders to follow the successful termination of its 
greatest war. 

Out of the manifest inadequacy of that three-headed system 
of administering relief has come the Veterans’ Bureau, which 
represents the kind of mechanism that every one interested 
in the problem has recommended. All our hopes are centered 
now in the combination, within that bureau, of the highest 
type of administrative efficiency and scientific skill. Central- 
ization was accomplished with full realization that a shining 
mark would be offered to the predatory politicians who are 
willing to push their enterprises even to the doors of hos- 
pitals in which lie disabled veterans, but our faith is pinned 
to belief in the widespread demand that this national function 
shall be kept above the level of party politics. The Director 
of the Veterans’ Bureau has been given a trust second only 
to that reposed in the Chief Executive himself. If he sees 
in scheming politicians enemies of our soldiers as remorse- 
less as those whom they confronted in France, and prepares 
and executes his plans for relief with regard solely to the 
disabled men whose welfare and lives we have entrusted to 
him, his name will be loved and respected in every American 
home from which a young soldier went out to battle. If, on 
the other hand, he permits the exigencies of practical politics 
to interfere with the faithful performance of his task, he will 
speedily destroy the opportunity that now exists to make 
atonement for the mistakes of the past. 

A hospital appropriation has at last been made and a pro- 
gram for hospital construction (cut according to the scanty 
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measure of that appropriation) has been thoughtfully pre- 
pared and widely endorsed. The problem itself has become 
less acute in some of its phases. Definite signs are discern- 


ible of a reawakening public interest in the welfare of dis- 
abled men. 


ProsLeMs or To-Day 


Out of the enormous number of different kinds of condi- 
tions that require widely different kinds of provision for 
their cure or amelioration, have emerged two great classes 
of disabled ex-service men—the tuberculous and those who 
suffer from mental disorders. According to the latest report 
from Washington,’ there are 28,535 ex-service men cared for 
in all types of hospitals—government and ‘‘contract’’—as 
beneficiaries of the Veterans’ Bureau. Of these, 11,175, or 
39 per cent, were suffering with tuberculosis and 7,804, or 27 
per cent, had neuropsychiatric disorders. In other words, 
out of every ten disabled men receiving hospital care at the 
expense of the government, six belong in these two great 
classes. The more acute medical and surgical disorders have 
run their courses. Death in hospitals has been the termina- 
tion for 2,085 men. Recovery has ended the need for hospital- 
ization for many more. It is becoming more and more difficult 
to connect present disability with war service, especially in 
those disorders that have a long, slow onset and, even after 
they are developed, remain under cover for some time because 
of the hesitancy of the patient or his friends to recognize their 
existence. 

The problems presented by tuberculosis and neuropsy- 
chiatric disorders have many points of similarity. Both are 
long-continued diseases. In both, hospital treatment extends 
over many months or years and even then constitutes but 
one phase of a scheme of life management. Both disorders 
require special types of hospitals for their successful treat- 
ment. When you hear the theory advanced that it is more 
scientific and humane to care for these patients in general 
hospitals, do not be deluded, It is true that the reception 
and observation of both tuberculous and mental patients can 


1 September 22, 1921. 





PROBLEMS OF DISABLED EX-SERVICE MEN 5 


bé carried out very successfully in special wards or pavilions 
of general hospitals, but we must remember that the observa- 
tion period is usually relatively short and the patient’s time 
is much occupied by examinations, tests, and laboratory in- 
vestigations. It is both unscientific and inhumane to care 
for tuberculous or mental patients for long periods of time 
in general hospitals. Their presence at games and enter- 
tainments and even in common mess halls is resented by other 
patients. Their endurance of the long confinement necessary 
is made much more difficult by the rapid movement of the 
population in other parts of the hospital. They cannot see 
others continually coming and going without being reminded 
of the length of their own illness. Their special interests 
are certain to be subordinated to those of persons with very 
acute disorders, who tend to absorb an undue proportion of 
medical and nursing resources. The only reason for such an 
arrangement is its economy, but if we are to judge economy 
in a broad way, with reference to the enormous cost of main- 
taining uncured patients, there is scant justification for 
believing that real economy can be thus obtained. Special 
hospitals for tuberculous and mental patients are required to 
meet the increase to be expected until the ‘‘ peak of the load’’ 
has been passed, and, more urgently, to replace the extremely 
unsatisfactory provisions that now exist in many ‘‘contract’’ 
hospitals. 

The only way in which suitable beds can be provided is by 
building hospitals. No one will ever know the resourcefulness 
and skill with which the doctors and nurses working in con- 
verted schools, hotels, and reformatories have carried on hos- 
pital activities. Interior changes—tearing down or building 
up partitions and installing special apparatus—have made 
satisfactory emergency hospitals out of some of these institu- 
tions (and pitiful makeshifts out of others), but, compared 
with buildings designed for the treatment of the sick, most of 
them are very far from being hospitals. The new govern- 
ment hospitals must be near the men they serve. Such a 
project as that of having a great institution for 7,000 mental 
patients in the city of Washington ignores entirely the human 
aspects of the question. You cannot tear these young men 
from their families in E] Paso, Seattle, Duluth, Jacksonville, 
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or Pittsfield and send them to Washington, to be treated in 
a vast institution in which their individuality is at once sub- 
merged. They have parents, brothers, sisters, or young wives 
or sweethearts still living who must see them to be convinced 
that they are receiving the treatment to which they are 
entitled and to bring to them messages of love and encourage- 
ment. Even in England, whose total area is less than one of 
our smaller states, it has been found necessary to have a 
number of small hospitals rather than a few large ones in 
order that men suffering from long-continued illnesses such 
as tuberculosis or mental disorders may be within reach of 
their home people. 

It is obvious that the treatment of tuberculous and mental 
patients in hospitals constitutes only a phase and sometimes 
the least important one of their entire medical care. Many 
men need never go to hospitals at all if good out-patient 
relief is at hand. The development of an adequate system 
of dispensaries will not only provide treatment for many 
disabled men who would not otherwise secure aid, but will 
relieve the hospitals of a large number of convalescent patients 
and those with minor disorders who can actually be cared 
for better at a dispensary than in a hospital. Especially in the 
case of functional nervous diseases, hospitals can create or 
prolong invalidism as well as cure it. 

For tuberculous and mental patients, more than for any 
other class, social service is an indispensable part of treat- 
ment. Important and necessary as is the hospital in the 
management of certain phases of these disorders, the per- 
manence of cure and the reéstablishment of a comfortable, 
useful, and happy life in the community during periods of 
remission depend upon community supervision. Fore-treat- 
ment and after-treatment can no more be separated from 
institutional treatment than the preparation of a surgical 
patient for an operation and his post-operative care can be 
separated from the operation itself. Here is the great duty 
of the American Red Cross in its reconstruction activities on 
behalf of disabled ex-service men. If the files of the various 
chapters could be laid open, it would be seen that, in thousands 
of cases, social-service activities averted disaster during the 
period of governmental neglect and, in a few instances, 
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brought about complete personal or social recovery without 
direct governmental aid. No other organization has ever 
existed which can so effectively bridge the gap between the 
necessarily formal activities of the government and the in- 
formal affairs of the home. If this indispensable partner- 
ship is maintained, it is possible to conceive of a large number 
of tuberculous and mental patients among ex-service men 
some years from now who will be continuously under the 
watchful care of the Veterans’ Bureau, sometimes in a hos- 
pital and more often in the home, where this organization 
takes on the direct responsibility that the government tem- 
porarily lays aside. 

There has crept into discussions of soldier relief a note 
of pessimism as to results which now constantly reappears. 
Some pessimism is justified by the severity and the chronic 
character of the conditions now requiring treatment, but there 
never existed a class of sufferers from tuberculosis and men- 
tal disorders that offered such promising material for salvage, 
if not for complete restoration, as these young ex-service 
men. It is not necessary for them to recover 100 per cent to 
resume a very large share of their family, social, and economic 
responsibilities. _ Compensation, wisely, skillfully, and 
humanely awarded, can be made to serve, not as a means of 
prolonging invalidism and discouraging initiative, but of 
making good the inroads in earning power created by disease 
and helping to insure medical or social recovery. It is too 
late to bring the advantages of early recognition and intensive 
treatment to many of the men suffering from these disorders 
who applied during the early part of the three years just 
closed and found no facilities available. Restitution can never 
be made to many who suffered through the evils of the ‘‘con- 
tract’’ system or the tardiness of the administration of relief, 
but now—to-day and to-morrow—those inadequately cared for 
can be reached, the ‘‘contract’’ system can be so employed as 
to utilize its benefits and avert its harmfulness, dispensary 
relief and social service can effectively supplement and 
diminish the shortage of hospital facilities, and the short- 


comings of the past can be compensated for by the successes 
of the future. 
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The spirit with which the war was conducted has been 
demobilized, although the disabled in hospitals still constitute 
a little army in themselves and those who are enlisted for 
life in the cause of service to the disabled have had their 
duties increased rather than diminished. I have been about 
a good deal since the armistice and have visited many hos- 
pitals for ex-service men in many different states. Perhaps 
I may conclude with some rather personal and unrelated 
observations that bear upon our mental attitude toward dis- 
abled men. 

Let us not be misled by loose talk about ‘‘fakers’’, ‘‘ gold- 
brickers’’, and ‘‘compensation chasers’’. Of course, there are 
such men among those who apply for relief. You will find 
them in colleges, in business, in politics, and even in churches. 
Those who are attempting to defraud the government should 
be held responsible for their delinquency in just the same 
measure as other ex-service men are held accountable for 
other offenses against the law. Those who err through ignor- 
ance should be educated into the self-reliant Americanism 
that characterizes nine-tenths of their comrades. Those who, 
through weak wills, self-pity, or the demoralizing effects of 
long-continued and sometimes ill-advised hospital residence, 
are claimants for benefits to which they are not entitled, should 
be treated, as society is preparing to treat many of its inade- 
quate members who are far less deserving than these. But 
let us not magnify these problems or permit them to be magni- 
fied by those who, in their hearts, are not well-wishers of 
disabled men. Remember that one swallow does not make a 
summer. Fraudulent claims are as infrequent as cowardice 
or self-inflicted wounds were in the army, and unduly fixing 
attention upon a few unworthy men among discharged 
soldiers is as unjust and harmful to the others as fixing 
attention upon those who failed to perform their duties while 
in military service. We are quick to forget ninety-nine honest 
men if we fix our attention too intensely upon the one dis- 
honest man. Many a young doctor has thought of abandoning 
medicine and becoming a truck driver when two of his patients 
have died in one week, forgetting for the moment those who 
were hardy enough to survive. Remember, too, that there is 
one type of disease in which the essence of the disorder itself 
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is self-deception. To the psychoneurotic, symptoms of weak- 
ness and disability are as real as are delusions of wealth to 
the man who suffers from general paresis. The way to change 
his mind about it is to cure his mind. When talking about 
malingering, let that person among us who never escaped a 
difficult situation or an inconvenient engagement through a 
headache or the aggravation of a cold cast the first stone. 
Let us be severe with the offender, but not, in so doing, unfair 
to the thousands who do not offend. 

Let us not be misled by the constantly reappearing state- 
ment about those six thousand empty beds that make further 
provision for tuberculous and mental patients unnecessary. 
Most of these beds are needed to constitute the reserve with- 
out which no hospital with an active service can operate. 
Others are empty because they are for the exclusive use of 
different types of patients from those for whom accommoda- 
tions are now so urgently needed. An empty bed in a first- 
class hotel does not do much toward relieving the pressure 
created by ten lodgers occupying a three-room tenement apart- 
ment. There are plenty of empty farmhouses on the aban- 
doned farms of Vermont and New Hampshire, but they do 
not relieve the housing shortage in the Eastern cities. A 
bed is not a rectangular, metallic structure upon which to lay 
a sick person. It is a fraction of a hospital surrounded by a 
tenth of a nurse, a fortieth of a neuropsychiatrist, and a five- 
hundredth of a medical director. It must be in a hospital 
capable of treating the type of disease from which the patient 
suffers. There is to-day a shortage of suitable beds for the 
care of tuberculous and mental patients. It is true that prac- 
tically all such patients who apply for treatment are sheltered, 
with the exception of some mental cases, but many of them 
are in institutions utterly incapable of giving treatment such 
as they require. 

Only a few of the problems of disabled ex-service men 
have been outlined in the broadest possible way. I have tried 
to show that hospitals—real hospitals, not phantom hospitals 
—are needed, that dispensaries and social service are quite 
as essential as hospitals, that many of the difficulties in the 
way of adequate relief which seem so formidable have been 
unduly magnified, and that, in spite of our talk about 
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‘*terminal conditions’’, ‘‘chronic disorders’’, and ‘‘incur- 
ables’’, great opportunities for curing sick ex-service men still 
remain. All the facilities and activities that I have spoken 
of might be brought to a high state of perfection and neverthe- 
less result in failure or relatively small success if one other 
factor is lacking—a spirit of service similar to that which 
inspired our work for the disabled three years ago. It is too 
much to expect the patriotic fervor that then animated all our 
efforts to come again except in a grave national crisis. 
Mobilization of all our resources in men, women, and material 
cannot now be invoked to aid this handful of disabled men. A 
breath of the spirit of 1918 can, however, if we relentlessly 
hold before our eyes the contrast between our attitude then 
and now. Let us silence counsels of false economy, hopeless- 
ness, and suspicion, and put the performance of this sacred 
duty back upon the high level of patriotism from which it 
should never have been dragged. Those who groan about the 
burden of caring for disabled men, whether in administrative 
offices, hospitals, or the home, are unworthy to bear that 
burden. In twenty years a new generation will envy as 
greatly those who now have the duty and privilege of binding 
up the nation’s wounds as they will those who defended her 
during the war. This job must be done as many a bigger one 
was done in the war—uncomplainingly, willingly, cheerfully, 
and with a confidence in its successful accomplishment that 
knows no such words as ‘‘compromise’’ and ‘‘failure’’. 





THE STATUS OF “CLINICAL” PSYCHOLOGY 


F. L. WELLS, Pux.D. 
Chief of Psychological Laboratory, Boston Psychopathic Hospital 


J i HE problems of civilized human adjustment have long 
since divided themselves up among certain systems. 
Medicine has looked after man’s body. Law has looked after 
his social relationships. Religion has assumed the care of 
his otherworldly relationships. The present discussion con- 
cerns psychology as a factor in these various disciplines, 
with special reference to medicine. 

The lack of coérdination between medicine and psychology, 
in their application to the guidance of conduct, arises from 
the development of types of work, of a psychological nature, 
that have an appropriate place in the management of certain 
clinical and social groups of cases. This work is little covered 
in medical training, or, save exceptionally, by medical men. 
It is being covered more and less well by persons more and 
less competent in psychology or its techniques. With the 
ambition to be of service goes responsibility for adequate 
performance of that service. There is a growing sentiment» 
that if psychology is to take its proper share in the guidance 
of human adaptations, there must be a more responsible 
organization of its work for this purpose. 

Under the auspices of the National Research Council, there 
was held at Washington, in the spring of 1921, a conference 
of representatives of psychiatry and psychology, to discuss 
the difficulties of the situation and to promote a better under- 
standing of the respective points of view.’ The purpose of 
this paper is to review some of the nuclear remarks made on 
this occasion, with particular reference to the medical point 


1The following associations took part in the conference: American Associa- 
tion for the Study of the Feebleminded; American Medico-Psychological Associa- 
tion; American Neurological Association; American Psychological Association; 
American Psychological Association, Clinical Section; American Psychopatho- 
logical Association; National Committee for Mental Hygiene; National Research 
Council; National Research Council, Division of Medical Sciences; New York 
State Association of Consulting Psychologists; Southern Society for Psychology. 

[11] 
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of view and its indications for action on the part of psycho- 
logical organizations. 

It is easy to agree that medicine and psychology should 
cooperate for the public good, etc. The essential issue is 
raised in asking whether such codperation is to be secured 
through a new professional class, the psychologists, or through 
an infiltration of psychology into the medical curriculum. 
Forecast is made of a person ‘‘with biological, educational, 
social, psychological, and medical background; he need not 
have the various types of training in obstetrics, surgery, and 
the other varied fields of the conventional medical course.’” 
Such a person should work as a highly qualified expert in 
the field of mental adjustments. 

To a program like this medicine would accede provided the 
training were given in a medical school, with enough of 
general medicine to justify the medical degree, and with the 
assumption of medical responsibilities. In thinking of back- 
ground, one should perhaps guard against overloading the 
informational side of such a program. Most of the informa- 
tional detail to be insisted on is of a medical character. There 
is certain information that must be available before any 
maladjustment case is handled with ordinary safety, and this 
information is not to be had save through medical training. 
As medicine sees it, the specialist postulated will have to be 
a physician. 

There is, however, a group of ‘‘clinical’’ psychologists 
large enough and coherent enough for the development of a 
definite esprit de corps. Certain conditions affecting a pro- 
fessional class of this kind should not be lost sight of. It 
belongs with the law and with medicine in dealing with human 
adjustments, as against engineering, for example, which deals 
with material things. The practitioners of law and medicine 
are in great part supported by individuals who seek pro- 
fessional help—from the doctor when they are feeling sick, 
from the lawyer when they are feeling wronged. The value 
of a profession for private practice upon human beings de- 
pends essentially on what it can do to get people out of 
trouble. If psychology is to develop further as an accom- 


1 Harry L. Hollingworth, Px.D. 
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plishment of private practice in this sense, it must be able 
to take care of a certain class of individual troubles better 
than the lawyer or the physician can take care of them. Before 
predicating the development of a professional class of con- 
sulting psychologists, one must consider carefully how great 
is the class of troubles that psychology is distinctively quali- 
fied to meet. They are not unallied to the type of difficulties 
that now go to the religious confessor or to systems of healing 
that have a quasi-religious basis. There are grave difficulties 
in the way of meeting this type of troubles with the setting 
of scientific psychology that is now available. This is not out 
of harmony with the fact that individuals of good personality 
and exceptional insight have been able to make of themselves 
a Vaterersatz in the psychoanalytic sense, to guide less stable 
personalities among life’s pitfalls, and earn material reward 
therefor, all in the name of scientific psychology. Such things 
are done in the name of medicine or law also, not to mention 
systems of far less standing. It is on these individual grounds 
that the few conspicuous successes in private work that psy- 
chology records seem best understood. They are not pro- 
tagonists of a professional class of the same standing that 
they, as individuals, represent. A professional class of a 
less pretentious order, the expert in mental measurement, or 
psychometrist, is already a part of the educational, and to 
some extent the psychiatric, system. Medical education here 
seems of rather less relevance than in the case of the dental 
practitioner. Few psychologists, however, would see in this 
development a solution of the problem, or consider that it 
adequately represented the contribution of psychology to 
medical or educational science. 

On the medical side, an approach to the adjustment already 
suggested is made through a three-year graduate medical 
course, at the end of which ‘‘one might be more or less 
authoritatively designated as a psychiatrist or neuropsychia- 
trist’’.". With such training one should come as close as is 
practicable to the ideal of the ‘‘psychobiologist’’. In con- 
sidering the substance of psychology’s contribution to such a 
course, it should not be forgotten that practical, if not psy- 


1 Hugh T. Patrick, M.D. 
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chologically systematic, study of human behavior pervades 
the whole atmosphere of medical training to an extent 
approached in no other discipline save perhaps the law. 

The program suggested in the above paragraph is clarified 
by a proposal for ‘‘the development of medical education 
along the lines of extending the responsibilities and corre- 
spondingly the educational and practical equipment of the 
physician. ... The physiologist would have been compelled 
to undertake certain practical work for mankind had not 
medicine adopted physiology ... as a basic science. Now 
if the medical profession is prepared to take over psychology 

. either as an independent science or as an extension of 
physiology, it seems that we have one possible solution of our 
present practical difficulty.’” 

In view of such considerations, it is not surprising to find 
argument from the side of psychology for the introduction of 
psychobiology into medical education as a basic science. It 
is said of psychology and psychiatry that ‘‘one is very 

obviously a branch of science, the other a particular applica- 
tion of scientific knowledge.’* The term psychology is like 
chemistry in denoting both pure and applied science, but 
psychology has in psychiatry a term whose etymology denotes 
application. Actually, also, ‘‘clinical’’ psychology is non- 
medical psychiatry.2 So soon as psychology, the science, is 
applied to human difficulties, it falls within the definition of 
psychiatry. The present teaching of psychiatry involves not 
a little teaching of psychology, whose fragmentary character 
is somewhat offset by its concreteness. The suggestion is 
offered that a saving of time when it is of particular value 
would be effected if the student had a carefully designed 
course in psychology early in the curriculum, or pre-medic- 
ally. 

The nearest alternative to the gradual incorporation of the 
medical phases of psychology into medical education is for 
‘*the psychologist to continue his present efforts to establish 
definite standards for psychological work, to lay down high 


1 Robert M. Yerkes, Pu.D. 
2 Robert M. Yerkes, Px.D. 


3A psychologist has recently been appointed psychiatrist to the Bureau of 
Public Welfare in one of the Southern states. 
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definitions of what it is to be a psychologist, and to get these 
on record. ... On the other hand, psychiatry must continue 
to educate the medical profession to look upon itself as a 
distinct specialty dealing with mental disease in a strict 
sense.’”* 

The first of these proposals may and should be carried out 
irrespective of other developments. It happens that the 
medical phase of psychology where standards can be most 
objectively formulated is in the field of psychometrics. It 
should be a matter for official concern that the popular or 
medical conception of ‘‘psychologist’’ does not come to rep- 
resent something confined to the psychometric level. While 
‘*high definitions’’ must be less objective, these considerations 
make them probably as urgent. Any standards now prac- 
ticable should be formulated with the expectation of making 
them progressively more exacting. Ultimately they should 
embody medical requirements. 

The physician’s disposition to concede the second point 
does not appear. It is contended that ‘‘the whole progress 
of clinical medicine is toward dealing with minor and rela- 
tively insignificant departures from health, where there is 
opportunity for prevention and early treatment.’” Con- 
templation of the number and type of problems referred to 
psychiatry in out-patient services, or in contact with school - 
systems, offers little prospect that this extension of medical 
activities will be limited by developments within psychology. 

The imponderabilia of medical discipline receive from the 
conference not more than their due weight. No class that 
does not pass through a comparable discipline should expect 
to enter into the privileged relationship of the physician 
toward his patient or the attorney toward his client. The 
old saying that one should always tell the whole truth to one’s 
doctor, one’s lawyer, and oneself, expresses the almost equal 
privileges of the two relationships. ‘‘The doctor has devel- 
oped, during his medical course and hospital interneship and 
practice, a protective and responsible relationship towards 
sick persons that no other profession has. ... In every 
civilized country women and children are entrusted in the 


1 Harry L. Hollingworth, Px.D. 
2 Thomas W. Salmon, M.D. 
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most confidential relations to physicians with hardly any 
casualties.’"* In the varied and scattered training, sometimes 
one of sophistication rather than of experience, that now con- 
notes the psychologist, there is nothing comparable to this 
medical training. 

There is a rather strong feeling among medical men, not 
unshared in psychology, that the discipline of medical train- 
ing is a proper prerequisite to certain types of psychological 
research. These are exemplified as ‘‘the mental aspects of the 
sex life in children, people who are feebleminded, diseased, 
prevented from exercising a normal choice as to the extent 
of the investigation or the method.’” It is largely felt that 
matters thus touching on intimate and emotionally charged 
topics should be studied by medical men or under medical 
direction. Interest in such studies is by no means a criterion 
of qualification for them—it may be quite the reverse. Their 
significance as a sexual Partialtrieb, the rationalization for 
them derivable from psychoanalysis, with the easy abuse of 
laboratory license, make it important in médical eyes that 
such avenues of research should be carefully guarded. That 
the discipline of the medical course does contribute to a more 
objective attitude toward such topics is hardly to be ques- 
tioned. Stress is also laid on the responsible nature of the 
physician’s relationship, now far from established in the 
ease of the psychologist. 

It is thought that these points are often passed over too 
casually. ‘‘The training of the medical man is not merely 
the question of giving him a certain amount of information 
. . . he is brouglit into very special and somewhat privileged 
relation with sick people in regard to very vital issues. ... 
This training enables the physician to put aside a great num- 
ber of conventional prejudices and personal feelings.’” 

It is argued, and again with reason, that ‘‘ medical training 
does not include the whole range of human behavior, nor 
does it concern itself with all problems of adaptation. There 
appear to be problems that have a wider significance than 
those which the medical training so far offered has enabled 

1 Thomas W. Salmon, M.D. 


2Thomas W. Salmon, M.D. 
3C. Macfie Campbell, M.D. 
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one to handle well.’ This returns to the vital part of the 
issue. Granted that there is such a lack in medical training, 
is it to be supplied through psychology or through psycholo- 
gists? Is the question that of a professidnal class seeking 
to establish a standing as such, or is the contention for the 
place of a certain discipline in that system of training which 
is historically responsible for the organism’s well-being? 

Medicine should not be expected to look with favor upon 
the management of an ailment independently of medical 
authority. It is said that some people will go to a psycholo- 
gist before they will to a physician, nor can the psychologist, 
without sacrifice of the patient’s interest, at once send them 
to a physician. The physician replies that such cases are 
insignificant in number. It must not be lost sight of that 
very similar considerations would apply to persons who have 
first recourse to various systems of faith healing. The point 
is made that one does not fulfill one’s duty to the patient 
without the best practicable control of objective factors with 
which the physician alone is trained to deal. Recognition of 
this is not lacking in psychological quarters. ‘‘There would 
be no hesitation on the part of all psychologists to feel that 
medical examination was desirable and essential, even if the 
findings were negative. ... The question of sequence will 
arise. Which examination is to precede the other?’” 

To some extent this question answers itself in terms of the 
type of examination to which the individual first comes. As 
to synthesis, undoubtedly there are cases in which psychology 
provides a better synthesis than does medicine in its ordinary 
sense. Also, there are psychologists who can synthesize such 
eases better than the average physician. The best equipment 
for synthesis now available seems to be a genius for certain 
aspects of psychology plus a medical education. 

A physician states the ethics of the situation to the effect 
that ‘‘in the community where there is a well-trained body of 
medical men who have spent years in studying these disorders, 
it would be the natural thing, the desirable thing, for the 
psychologist to refer these cases to these individuals. In a 
community where such people are not available, then it might 


1 David Mitchell, Px.D. 
2Francis N. Maxfield, Px.D. 





18 MENTAL HYGIENE 


be proper for the psychologist to deal with the cases in the 
light of his special training. The psychiatrist living in other 
communities would not resent this. One would like to have 
in every community the possibility of the individual getting 
help of a rather advanced nature.’” 

Attention is directed to complications that may arise in 
the cross-reference between psychologist and physician. 
‘*Suppose the patient originally goes to the psychologist, who 
refers him to a physician, who finds him physically all right. 

There is no assurance that the patient will remain that 
sort of patient. The question of diagnosis cannot be disposed 
of once and for all. ... If the psychologist is not familiar 
with psychoses, he is not in a position to decide either at the 
beginning or at any other stage when the individual needs 
medical help.’” 

It will probably be approved by all physicians, and by many 
psychologists, ‘‘that the terms ‘clinic’ and especially ‘clin- 
ical’ be eliminated from the psychologist’s technical vocabu- 
lary. The introduction of these terms has, to be sure, been 
innocent enough, but it now proves to have been unfortunate. 
Clinical psychology as it exists to-day is something entirely 
different.’** The most forcible objection is the implication of 
a medical setting where none exists. The clinical psychologist’ 
also finds a large part of his work in educational rather than 
in pathological fields. As indicative of something the psy- 
chologist does not do, and not indicative of what he does, 
there is no term whose tabu at the hands of the psychologist 
is more advisable. A prominent medical school lists a course 
in ‘‘clinical physiology’’. In such a setting, it is not impos- 
sible for clinical psychology, as that portion of clinical prac- 
tice concerned with the mental processes of the patient, to 
find a more descriptive application. 

However extensive its boundaries, it is surely clear that the 
explored territory of psychology and the degree of organiza- 
tion within it do not constitute it a discipline codrdinate to 
medicine or law or religion. Psychology is one of those) 
sciences that have particularly to do with human health) 

10. Macfie Campbell, M.D. 


2 Hugh T. Patrick, M.D. 
3 Communication from Robert 8. Woodworth, Px.D. 
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through human adjustment. The other sciences of this char- 
acter have developed naturally as medical sciences. Dis- 
tinguished names attest that the early days of psychology 
did not lack points of contact with medicine. Overlapping 
has been more recent. 

Neither anatomy nor pathology nor physiology nor psy- 
chology is so constituted as to carry the whole weight of a 
human-adjustment problem. Psychology is the latest of these 
to bring forward knowledge of particular value in such prob- 
lems. As such, it has a similar, but not greater, place as an 
autonomous profession than belongs to other medical sciences 
or to different branches of the law. All of psychology, indeed, 
is not a medical science, any more than is all of chemistry, 
from which medicine takes over its biological aspect. The ‘‘men- 
tal age’’ of psychology is that of chemistry fifty years ago, yet 
to take over psychology might be a larger order than could 
profitably be disposed of. If medicine does attempt to take 
over psychology, it is right to ask the taking over of not less 
than is relevant to medical problems in the broad sense in 
which medicine now conceives them. In one field of psy- 
chology—namely, psychoanalysis—principles and methods 
were both developed by physicians.! To this should be added 
the simpler, but more objective field of psychometrics, while 
granting that much routine work in this field requires no 
more psychological than medical background. Psychometrics 
should be covered up to the point where the cases in hand 
cease to be medical problems, wherever this line be drawn. 
The general course in psychology should be based on genetic 
study of the personality, giving more attention to affective 
and instinctive life than does psychometries, but having a more 
objective foundation than psychoanalysis. If medicine is to 
dominate the field of human-adjustment problems, it should 
incorporate as much of psychology, as of other science, as is 
relevant thereto. This seems to be the best solution both for 
medicine and for psychology. Should one expect the standing 
of non-medical psychologists to be unfavorably affected by 
such a development? While medical education will un- 


1It cannot be too clearly realized that psychoanalysis is not a medical applica- 
tion of principles discovered by others, but grows out of principles and methods 
developed for strictly medical purposes by men with that type of training. 
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doubtedly become a more and more frequent and advantageous 
part of the consulting psychologist’s equipment, this need not 
prejudice the standing of the consulting psychologist with com- 
petence already established on grounds of research, teaching, 
and personality. Persons being trained to-day in psychology 
have an advantage over their fellows of twenty years ago not 
incomparable with the advantage that medical education 
offers to the psychologists of the future. How seriously has 
this affected the standing of those who made this better train- 
ing possible? 

The psychology of to-day is a species of myriapod with feet 
in the camps not only of medicine, but of religion, law, educa- 
tion, sociology, and industry. In these relationships it occu- 
pies a distinctive position and one with unusual possibilities. 
As Peter the Great labored in foreign shipyards for the ad- 
vancement of his undeveloped country, psychology should not 
hesitate to incorporate itself with better organized disciplines, 
in which its own progress is the sole limit to its influence, and 
some of which it may in time come to dominate. Law and 
education have perhaps not fewer natural affiliations with 
psychology than has medicine, but these disciplines are less 
markedly under scientific influence, and there is in them no 
hierarchy of sciences capable of assimilating the subject 
matter of psychology. 

It is hardly to be claimed that one can acquire sound train- 
ing in medicine and psychology within the space of four years. 
A graduate course in psychiatry, such as that before men- 
tioned, would have to carry the greater part of such psychol- 
ogical training as was given. This would be that part of 
psychology which could be made a graduate medical subject, 
assuming certain fundamentals pre-medically and in the 
medical course. 

The American Psychological Association recently conducted 
an inquiry as to what psychological subjects were considered 
of greatest importance from the standpoint of faulty mental 
adjustments. A composite of ratings by 81 persons profes- 
sionally concerned with this class of work rated various course 


titles as follows, a maximum score for practical purposes 
being 486: 























Mental measurement (first year). 483 


Exceptional children. . ........ 482 
Techniques applied psychology... 463 
Mental diseases. . . ........05.. 432 
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Subjects of medical bearing rank somewhat conspicuously 
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Systematic psychology.......... 
Industrial psychology (first year) 223 
Social service (methods)....... 222 
Practice of psychology.......... 198 
Anthropology. . . . ......+0+-+. 196 
Clinical physiology. ........... 196 
Class experiments. .. .........-. 188 
General pathology. . .........-. 178 
Industrial hygiene. ...:........ 168 
Animal psychology. . ........... 162 
Is a teh Nbae bane eve eee sc 148 
Education, seminar. . .......... 147 
Personnel administration. . ..... 145 
Industrial psychology (second 
SD. 5 s\ ce ae abesok ames ace's 133 
History of psychology... ........ 127 
Educational systems... ........ 120 
po, er eer 112 
Psychological ethies. ........... 106 
BAG 5 6 wcnctprcccccscces 92 
Business administration (first 
DOs 65 + Bhd ees coswees aes 86 
Physiological chemistry. ...... 77 
Advertising and selling......... 65 
pee ere 65 
Business administration (second 
GORE). oc sceccwcwdvccscvcces 50 
Business ethics... .....-.-2+005 23 
Epistemology. . . ......eseeee0- 8 


in this classification. A graduate course in neuropsychiatry 
might make out its curriculum from the ten subjects heading 
the above list. The topics that psychologists regard as most 
important are pretty much those that medicine would under- 


take to provide. 


Some of them, indeed, depend on medical 


resources and cannot be had without medical coéperation. 
The main conclusions that seem to emerge are that psycho- 
metrics is the task of technical experts who often are not and 
seldom need to be psychologists in the broad sense that ought 
to attach to the term. It is doubtful if the problems of 
clinical or pathological psychology are such as to support an 
important professional group independently of medical foun- 
dation. Medical discipline gives the best background, and an 
all but requisite type of background, for inquiries involving 


the major affective life of individuals. 


There is no funda- 
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mental conflict between psychology and medicine; it arises 
among physicians, on the one hand, and psychologists who 
are masters of certain medical techniques and occupied with 
certain medical problems that medicine has not assimilated. 
Medicine should assume greater responsibility for them, when 
the conflict will disappear. Meanwhile the administrative duty 
of psychology is to develop progressively higher standards in 
training and accomplishment and, within those limits where 
reasonably accurate judgment is possible, means of attesting 
those who meet these standards. That this can and should be 
done on the psychometric level seems clear. On the level of 
the independent consultant, one must distinguish carefully 
between measures that further the services of psychology to 
society and those that seem primarily for the interest of a 
professional group. The latter policy would certainly be 
without value, and might be disastrous, to the standing of the 
profession as a whole. 
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f HE great majority of disabilities falling under the head 

of neuropsychiatry require special consideration, for the 
reason that they involve the behavior of the patient and, thus, 
his relations with society. They are not simple problems in 
mechanics, comparable to those brought about by the loss of, 
or defect in, some organ or portion of the body. They con- 
cern the activity of the man as a whole, his understanding of 
the facts of the world, his feelings, and his attitude toward 
himself and others. In many instances the disorder itself 
prevents the patient from making a safe decision as to his 
course of action, and this selection must often be made for 
him, sometimes even against his will. Such patients cannot 
be held responsible for their acts, and what is often spoken 
of as discipline must be here a matter of treatment for dis- 
ease, to be prescribed only by a physician trained and ex- 
perienced in mental disorders. 

The disturbance in behavior may or may not be combined 
with, or in some instances be due to, disease or defect in the 
organs of the body. Hence, in planning for treatment and 
rehabilitation, it is necessary to provide facilities for every 
form of investigation and therapy known to medicine, as well 
as those specially designed for the treatment of nervous and 
mental upsets. It should also be noted that even where a 
disability seems to be more or less adequately explained by 
the presence of a bodily disease or deformity, the disturbance 
in function may be modified, enhanced, or perpetuated by a 
disorder of the mental state. It is, therefore, important that 
neuropsychiatric advice be available to hospitals and relief 
stations devoted to the treatment of general or special medical 


* Reprinted from Public Health Reports, Vol. 36, pp. 2665-73, October 28, 


1921, through the courtesy of the Surgeon General of the United States Public 
Health Service. 
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and surgical diseases and defects. Real bodily ailments, 
whether serious or not, often serve as a convenient peg on 
which to hang a whole train of functional disabilities. To 
treat the former and thus emphasize, and perhaps exaggerate, 
their importance may do much to retard or even prevent the 
real recovery of the patient to the full extent of which he is 
capable. 

In the majority of neuropsychiatric cases, there is no definite 
bodily disease to be combated. The difficulties are those of 
making an adjustment to the circumstances in which the pa- 
tient finds himself. These difficulties are in part inherent in 
the circumstances themselves, but are more largely the result 
of the personality of the patient. The personality is depend- 
ent partly upon inheritance and partly upon training, ex- 
perience, and alterations in the body due to disease or accident 
to which the patient has been subjected during life. It is pos- 
sible to modify in various ways the circumstances to be faced, 
and the personality can also be developed by fresh training. 
Thus we can change the work, home, or play surroundings, 
and we can educate the patient to different habits. It is 
obvious, however, that such treatment must be individual, and 
hence requires trained personnel and varied equipment. 

For purposes of description, neuropsychiatric cases may 
be divided into four groups, which differ from one another 
in the requirements for treatment. These are: 

1. Injury or disease of nerve tissue. 

2. The psychoneuroses (or neuroses). 

3. The psychoses (or insanities). 

4. Certain constitutional nervous deficiencies. 


1. Ingury or Disgase oF Nerve Tissuz 

Group 1 is comparatively small in size and relatively simple 
in its requirements. It includes such cases as gunshot and 
other accidental injuries to nerves and the damage produced 
by diseases of the nervous system, such as meningitis, 
**strokes’’ of paralysis, ete. Uncomplicated disabilities of 
this kind can be adequately treated in general hospitals or 
relief stations. 


It should be especially emphasized, however, that psycho- 
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neurotic additions are not at all infrequent and are very likely 
to be overlooked. All such cases should, therefore, be studied 
with this possibility in mind. 


2. THe PsYcHONEUROSES 


In point of actual numbers this group is by far the largest, 
but for hospitalization it should be extremely small. It in- 
cludes the great majority of those conditions which were 
loosely and erroneously described as ‘‘shell shock’’ during the 
war—the ‘‘nervous breakdowns’’, hysteria, neurasthenia, 
anxiety neurosis, psychasthenia, and the so-called ‘‘ functional 
diseases’’ of the heart, stomach, and other organs. 

In essence, the neurosis is a ‘‘way out’’ of some intolerable 
conflict or difficulty. The feelings of stress, apprehension, 
and worry that belong to the conflict are interpreted by the 
patient as evidences of disease or injury, the origin of which 
is referred back to some accident or illness—gassing, influenza, 
overwork, etc.—of the more or less recent past. The suffer- 
ing is genuine and none the less real because the symptoms 
are ascribed to disease or injury. The case of a soldier seen 
at one of the hospitals will illustrate. This man served as a 
commissioned officer and was slightly gassed. His pre-war 
social status and occupation were those of a railroad brake- 
man and to these he was obliged to return upon discharge. 
He did not openly admit, even to himself, that this loss in 
authority and social dignity and the return to a monotonous 
routine were unbearable and distasteful. He could not afford, 
or could not see his way to manage, to take vocational train- 
ing under the conditions of Section 3.' He fretted and worried, 
was unhappy and dissatisfied, and sought an explanation for 
these feelings other than the facts which he was unwilling to 
accept. The ‘‘gassing’’ experience offered a way out. He 
experienced upsets in his breathing as part of his emotional 
state, but wondered if they were not due to the damage done 
by the gas. The more he watched them, the worse these feel- 
ings became, and soon they were so severe that he had to give 
up work and thus was relieved of his distasteful and humble 
position. 


1 Section 3 of the Vocational Rehabilitation Act. 
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The treatment of such cases must consist of discovering 
the conflict or difficulty, convincing the patient of the real 
facts, and then helping him to find some more satisfactory 
method of dealing with it which is within his capacity. Obvi- 
ously this must be individual and cannot be applied to patients 
in groups or in a routine way. It requires skill and tact, often 
with the devotion of considerable time upon the part of the 
physician to this one patient. It is, therefore, not surprising 
to find that the field officer who has many patients to see and 
no special clinic to which to refer such cases will immediately 
recommend hospitalization. 

To place such a patient in a hospital is to confirm his belief 
in the existence of serious disease or damage. Furthermore, 
it very effectually brings a cessation of the responsibilities 
and needs for adjustment that brought about the disorder. 
It is often extremely difficult to discharge such patients; it is 
a much simpler problem to keep them out of a hospital. No 
man can be taught to carry a heavy burden by being relieved 
of the necessity for carrying anything at all. It is true that 
in some instances the burden may be more than the shoulders 
can bear. The shoulders must then be trained to bring them 
to their full strength. If it be found that the load is still too 
great, steps may be taken to diminish it, but it must not be 
removed entirely unless we desire to retire the individual from 
active participation in life. 

We were somewhat surprised, during our visits to the hos- 
pitals, to observe many patients with marked hysterical symp- 
toms. As a rule, these rapidly disappear under appropriate 
treatment, and this observation served to confirm our belief 
that hospitalization should be avoided. In fact we are very 
strongly of the opinion that special hospitals for the treat- 
ment of psychoneuroses will eventually be found unnecessary, 
provided adequately staffed out-patient clinics are established. 
Short residence in a hospital may be necessary in a small pro- 
portion of cases, but these could be cared for in the diagnostic 
hospitals of the district. One of us (Dr. Thom) has recently 
had under treatment in an out-patient clinic 680 psycho- 
neuroses in ex-service men. Of this number only a little over 
4 per cent needed even a short time of hospital residence. 
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The above considerations also emphasize the importance of 
seeing that psychoneurotic patients, if they are to be hos- 
pitalized at all, are not sent to an improvised hospital in which 
facilities for treatment are not at once available. So much 
depends upon the atmosphere and the absence of incentives 
to loafing that hospitalization under such conditions will in- 
evitably do more harm than good. 


3. Tue PsycHosss 


While this group is actually smaller in numbers than 
group 2, its need for hospitalization is many times greater. 
The psychoses differ from neuroses in that there is a 
definite loss of touch with reality upon the part of the pa- 
tient. He does not merely regard himself as sick and in- 
capacitated, but his conception of the facts of the world, of 
himself, or of both are definitely distorted from the reality. 
As a direct consequence, the behavior is not appropriate to 
the actual facts of the surroundings, and there is likelihood 
of the performance of acts that may harm the patient or 
others. For this reason the patient must usually be removed 
from ordinary social life, and it is often necessary to restrain 
his liberty. 

The great majority of psychoses must be treated, often for 
long periods, in a hospital. The requirements to be met are 
fairly well established and need not be discussed in detail 
here. In fairness to the medical officers of the hospitals now 
in operation it should, however, be pointed out that special 
arrangement and equipment of wards for the care of acute 
mental upsets are very important. The improvised facilities 
provided by the hasty modification of buildings constructed 
for an entirely different purpose will nearly always be de- 
ficient in some important particulars. It cannot be too 
strongly urged that every effort be made to erect hospitals 
built for the purpose, at the earliest possible moment, and 
thus do away with the necessity which now exists for doing 
the best that can be devised at short notice with existing struc- 
tures. The quieter and less disturbed mental cases can be 
treated in buildings of very simple type; but since there is 
always the possibility of the recrudescence of acute disturb- 
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ance, there is always the likelihood of the need for the pro- 
visions above mentioned. 

In many psychoses there is some underlying disease of the 
nervous system; whereas in others little has as yet been 
definitely established. Many seem to arise upon the basis of 
conflicts and difficulties similar to those indicated for the 
neuroses, but with, perhaps, an added factor of poor construc- 
tion either from the start—i. e., from birth—or as the result 
of damage from disease or injury during life. 

The information obtainable from the patient as to the his- 
tory of his life and the factors that have led to the mental 
breakdown is often incomplete, unreliable, or even completely 
lacking. To do the patient justice, it is, therefore, essential 
to supplement this information by outside investigation. For 
this purpose a well-organized social service is necessary. At 
present this is being performed by the American Red Cross, 
but there are so many ways in which social service is needed 
that there is ample justification for the development of a 
special service with thorough training in neuropsychiatric 
work. Such a social service would act not only to collect in- 


formation, but also to assist in the rehabilitation of the pa- 
tient during the difficult period following his release from the 
hospital. 


4. ConstiruTionaL Nervous Dsricrencies 

As the title implies, this group includes.cases that were not 
normal when they entered the army. Yet, in many of them, 
army service is responsible for the present degree of disability. 
Prior to enlistment, the man had found a niche into which he 
fitted. Service has broken this adjustment, has perhaps 
aroused ambitions and dreams incapable of realization, and 
has created cravings for companionship and other things that 
were previously unknown. The principal problem is, there- 
fore, one of replacement in a suitable environment, very rarely 
one of hospitalization. 

Three different types may be mentioned that present some- 
what varying requirements. They are (a) the feebleminded, 
(b) the psychopathic personality (constitutional inferiority), 
and (c) the epileptic. 

a. The feebleminded.—The feebleminded man who was ac- 
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cepted in the service is in practically all cases among the 
higher grades of defective. He is capable of placement in 
some activity, though the effort to carry this out may have 
to be repeated many times before a finally successful adjust- 
ment is secured. In attempting this placement and vocational 
training, it is essential that the capabilities of the man be 
very carefully studied. An unwise selection may result not 
only in the discouragement of the patient, but also in greater 
disability than was present at first. To take up responsibili- 
ties too heavy for accomplishment lays a very excellent foun- 
dation for the development of a psychoneurosis in the feeble- 
minded just as it does in those of higher intelligence. 
Selection of vocation and environment should be made by an 
expert, with all the advice he can get from the physician who 
has really studied the patient. It cannot be successfully made 
in a fifteen- or thirty-minute interview by some one who knows 
little more than that there is a demand to fill certain jobs. 
We believe very strongly that these efforts should be carried 
out with the advice and supervision of the out-patient clinic 
that is responsible for the treatment of the patient. 

b. The psychopathic personality.—The psychopathic per- 
sonalities present some of the most difficult problems of all. 
Such persons may show comparatively low intelligence, but 
they may also grade even above the average upon test. The 
essence of the defect lies in the personality. There appears 
to be inability to use the intelligence to guide the behavior. 
The man may seem to have the knowledge that should enable 
him to select what to do with fair judgment, and yet he does 
not use it. He may perform all sorts of ill-considered acts to 
gratify the appetites of the moment without consideration of 
the consequences, even though he knows them when ques- 
tioned. He may commit delinquencies of all degrees of serious- 
ness, from vagabondage, lying, stealing, and forging to murder. 
It is often alleged that he is insane and he may find his way 
to a hospital, where he is a constant source of trouble, fre- 
quently escapes, and is always a menace. Often such persons 
are plausible and superficially shrewd, but they seem to be 
incapable of steady application and soon tire of any task. In 
numbers the group is fortunately small, but the potentialities 
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for evil are large. No state has yet succeeded in dealing with 
this group satisfactorily. 

c. The epileptic—tThe epileptic in very many instances can 
get along in the community, especially where compensation 
and supervision through an out-patient clinic are possible. 
Such a person is severely handicapped from an industrial 
point of view, more so than many with more obvious defects. 
In a certain proportion of cases, when the fits are frequent or 
the patient has difficulty in adjustment due to personality, 
segregation from ordinary society is advisable. The char- 
acter of the institution to which he is sent should be that of a 
model community with its own industries, amusements, etc., 
rather than a hospital. In the case of epilepsy, probably more 
than in any other group, it is important that the patient be 
not sent to an incomplete and improvised institution. Most 
epileptics are impulsive and inclined to grumble, but these 
traits are rapidly increased by idleness and lack of attention. 
In constructing buildings to house epileptics, the possible 
dangers resulting from the falling of patients should be kept 
in mind. We believe that such an institution should be 
planned and built, but this must be secondary to the more 
urgent need for hospitals for psychoses. Epileptics with 
psychoses will go to these hospitals. 

The above considerations as to the nature and needs for 
treatment of neuropsychiatric cases lead us to make some 
general suggestions with regard to the organization of the 
work. Since the neuropsychiatric work must be coérdinated 
with the other medical work, the outline here given does not 
deal only with the former. This outline is purposely very 
general and open to wide variation in regard to details; but 
it contains some points that we consider essential to the effi- 
cient operation of the neuropsychiatric units. 


PLAN FOR THE ORGANIZATION OF THE TREATMENT OF DISABLED 
Ex-servicE Men 
1. The work in each district is subdivided into administra- 
tive and professional branches. (See chart, page 32.) 
The administrative branch makes the first contact with the 
patient, either directly or through some public or private 
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agency. The patient is then immediately referred to the most 
convenient out-patient clinic. This branch also determines 
the compensability and, under the advice of the professional 
branch, settles the rate of compensation, issues all necessary 
orders, and makes all arrangements for transfers from or to 
headquarters unit, local unit, or treatment hospital. 

The professional branch is provided with a series of medical 
units located at convenient points throughout the district. One 
of these, the headquarters unit, stationed at the headquarters 
of the district, is subdivided into special and general medical 
subjects, is provided with sufficient hospital accommodation 
for the detailed study and short-term treatment of such cases 
as may need it (here called the diagnostic hospital), and has 
access to specialists in all fields, who need not always be on 
full time. The local units will be of suitable size for the com- 
munities they serve, will be provided with a few beds for 
study or temporary hospitalization, probably by contract with 
a local hospital, and will hold clinics in the specialties only as 
frequently as may be necessary. Patients who need more 
detailed and special study than can be given at the local unit 
can be transferred to the diagnostic hospital of the head- 
quarters unit. Whole-time neuropsychiatric consultants will 
not be needed at the local units unless these units be large. 
They can sometimes be appointed from the membership of 
local physicians, or the clinic may be served by whole-time 
specialists traveling from the headquarters unit. 

It will be noted on the chart that compensation is given as 
a means of treatment or rehabilitation. This view of the 
matter is considered essential. Vocational training has also 
been placed among the treatment agencies. It should be pos- 
sible to prescribe training for portions of a day as well as for 
a full day so that it may be used in the treatment of patients 
who are unfit for a full day’s work. The term rehabilitation 
is here used to apply only to “he replacement of the patient in 
full citizenship or such degree of self-support as may be pos- 
sible when all means of treatment have been exhausted. 

2. Hospitals for prolonged treatment, especially for the psy- 
choses and tuberculosis, will probably serve several districts. 
On the chart they are indicated as treatment hospitals. Pa- 
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tients will be sent to these hospitals upon the advice of the 
medical officers of the out-patient clinics, either headquarters 
or local, and will always be discharged back to the care of the 
out-patient clinic, which will give any further treatment that 
may be indicated and will supervise the rehabilitation. 
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It is essential that arrangements be made to transfer copies 
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be made which are annoying to the patient and cause much 
waste of time and effort. 
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3. From the description and chart, it will be appreciated 
that, under this plan, the out-patient clinic is the center of the 
service. This, we believe, is the only logical solution; it is 
especially important for the neuropsychiatric work. Many 
cases are now being hospitalized to their own detriment be- 
cause of the absence of facilities for giving treatment with- 
out it. 

4. Whatever plan of organization be adopted, we would 
especially emphasize the importance of establishing the very 
closest coérdination between the agencies that have to do with 
treatment, compensation, and vocational training. 


TRAINED NEUROPSYCHIATRIC PERSONNEL 

In our opinion the greatest need of the service at the present 
moment is for trained personnel. It is an unfortunate fact 
that neuropsychiatric medical officers, nurses, social workers, 
etc., exist only in limited numbers, in no way commensurate 
with the demands. The plan of work must, therefore, be made 
with the greatest economy in mind. All competition between 
various agencies of the government should be eliminated, and 
the fullest possible use should be made of civilian experts on 
a part-time basis. 

The plan of organization suggested above makes this pos- 
sible, as the largest field is at the headquarters unit of the 
district and is located in the largest center of population. In 
selecting the site for out-patient clinics and diagnostic hos- 
pitals, convenience to consultants should be considered. In 
selecting assistants, it should be noted that the character of 
the work most needed in the out-patient clinic is different 
from that in the treatment hospital. The latter resembles 
more, in the class of work, the state hospital. The former 
will have a large number of psychoneuroses and also recovered 
psychoses for rehabilitation. 

To supplement the available supply and to prepare for the 
increased demand that will come with the opening of new hos- 
pitals and out-patient clinics, we recommend very earnestly 
the establishment of a training center for medical personnel. 
This center must be accessible to university instruction and 
also to field facilities. Any of the existing psychopathic in- 
stitutes, if provided with out-patient clinic facilities, would 
be suitable and doubtless would be willing to codperate. 
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Every effort should also be made to interest medical stu- 
dents and recent graduates in the field of neuropsychiatry and 
to place before them the opportunities offered. 


PHYSIOTHERAPY, OCCUPATIONAL THERAPY, AND VOCATIONAL 
TRAINING 


In our recent visits to the hospitals of the service, and also 
from other experience, we have been much impressed by the 
need for more exact definition of the terms physiotherapy, 
occupational therapy, and vocational training. In the hos- 
pitals of the service, physiotherapy is placed under the direc- 
tion of a chief of reconstruction, who may or may not be a 
physician. Physiotherapy, as the name implies, is a form of 
medical treatment and, just as much as drugs or surgery, it 
should be prescribed to suit the needs of the individual pa- 
tient. Furthermore, such prescription should be given by the 
physician who has charge of the treatment of the patient. 
Special technicians to carry out the prescriptions are neces- 
sary, but they should bear the same relation to the patient 
and physician as does the nurse or the pharmacist. Nothing 
is to be gained by appointing a physician to attend only to 
physiotherapy—no more than would be gained were a physi- 
cian appointed to attend to the giving of drugs. 

It is probable that much of the present confusion is brought 
about by the fact that many of the physicians know little 
about the technique of physiotherapy and are therefore diffi- 
dent in prescribing it. But the solution of this difficulty lies 
in training the physician. The disabilities of the neuropsy- 
chiatric patient, except in the very small group of nerve in- 
juries, ere mental and not mechanical. They cannot be treated 
mechanically as can many disabilities of surgery and medi- 
cine. The physician is treating disorders of behavior and his 
remedies must deal with behavior. 

As now practiced, there seems to be but little distinction 
made between occupational therapy and vocational training. 
This is not merely of academic interest, but is fraught with 
the possibility of real harm to the patient, besides the develop- 
ment of conflicts among personnel. The two activities are in 
reality entirely distinct. 

Occupational therapy is not in any sense an effort ‘‘to make 
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something’’. The purpose with which it is employed is quite 
variable, as the following classification will indicate. It may 
be prescribed (a) as a diversion; (b) because it brings into 
play certain muscles or joints which are functionally dam- 
aged; (c) to produce sedation or stimulation; (d) as an edu- 
cation in habits of application. The first two have more place 
in a general than in a neuropsychiatric hospital, which em- 
ploys occupational therapy more especially for the last two 
reasons mentioned. 

The product of occupational therapy is the effect it has 
upon the patient. The articles produced in the process are, 
like the copy books of the child in the primary-school grades, 
of no importance. The types of occupation selected are 
chosen with several things in view: they are interesting; they 
require a certain degree of steady attention which can be 
varied by varying the occupation; and they possibly contain 
elements of technique that may later be useful in industry. 
They may serve to develop hobbies and recreative interests 
which will be continued in after life; but the question of the 
value of the product does not enter. It is therefore decidedly 
harmful, as well as time-consuming, to insist upon a system 
of accounting for the articles that are produced. Sometimes 
destruction of good materials is an important part of the 
therapy. It is true that many of the articles made can be 
turned to useful account, and this fact in itself has some value 
in therapy. But the important point is that the patient is 
affected by the usefulness, sees the articles in use, uses them 
himself, or even finds by selling them that he has done some- 
thing worth while. The value to the government of the 
articles, which the patient must duplicate if he is to keep one 
of them for himself, is practically nil. 

Vocational training, on the other hand, is a training of the 
patient to carry out some technical operation and thus to give 
him a means of earning a livelihood. The product is, there- 
fore, the patient placed in industry. Articles produced in this 
process must have a market value, and there is absolutely no 
place for the merely beautiful, but fancy products, the value 
of which is personal and largely artificial. 

Much of the work being conducted under the name of voea- 
tional training in neuropsychiatric hospitals—to which alone 
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we are referring—is nothing but the routine application of 
procedures employed in occupational therapy. As a rule, also, 
they are applied to all alike without consideration of the needs 
of the patient. This situation is more or less clearly recog- 
nized by the workers themselves, and they have introduced 
the term ‘‘pre-vocational training’’ in order to explain the 
fact that all that is produced is a beautiful exhibit, while pa- 
tients are not being placed in industry. 

We are convinced that the true explanation of this situation 
is that there are but few neuropsychiatric patients in hos- 
pitals who need, or are capable of, vocational training. These 
few are the convalescents or those considered to have recov- 
ered to the fullest extent possible from the effects of the 
disease from which they have suffered. It would, therefore, 
seem desirable to allow the hospital, under the direction of 
its own physicians, to carry out its occupational therapy up 
to the point where vocational training is indicated. The pa- 
tient may then be sent to a training field, still under the 
supervision of medical officers in the locality of the field; or, 
if there is a sufficient number requiring the same kind of 


training, an instructor and aids could be sent to the hospital. 


TREATMENT, TRAINING, AND CoMPENSATION 


There is no aspect of the problem of rehabilitating the ex- 
service man, except that of medical personnel, that is of such 
vital importance as the close codperation between the depart- 
ments that have to do with treatment, training, and compen- 
sation. Perhaps, to one who is not in actual contact with 
neuropsychiatric cases in a medical way, the logical sequence 
of events would be to restore the patient to the highest degree 
of efficiency by therapeutic measures before beginning to 
train him for some trade or profession in order to establish 
his economic independence. Under this order of procedure 
each department would work quite independently of the other 
and the man would be shifted from one to the other when- 
ever a cross section of the individual indicated the need for 
a change. However, as all of us who are dealing directly with 
the ex-service man know, this cross-section method has proved 
a definite failure. What is needed is a longitudinal section 
of the patient’s life in order that we may consider his past 
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experiences, his present needs, and his future possibilities. 
For example, if we are dealing with a mentally deficient indi- 
vidual whose war experiences have rendered him incapable 
of adjusting himself to his present environment and condi- 
tions, although his history prior to the war shows that he got 
along fairly well in the community, we cannot neglect his 
present needs, which may mean the actual necessities of life. 
These, of course, can only be met by compensation; and while 
future possibilities for this patient may or may not lie in 
training, certainly in such a case training can be of advantage 
only if selected after a careful study of the mental equipment 
and temperamental fitness of the prospective trainee. 

The question of who is best fitted, by reason of experience, 
training, and opportunity, to decide upon the presence or ab- 
sence of the particular qualities that account for success or 
failure in an individual is quite debatable, but, other things 
being equal—that is, intellect and opportunity for observa- 
tion—it seems that the psychiatrist who has made a study of 
the particular case is best qualified to advise regarding the 
type of work for which the individual is best fitted by virtue 
of his physical and mental equipment, as well as by tempera- 
ment and disposition. 

We very frequently find the man with a mental age of twelve 
to fourteen years struggling along in some trade or profession 
that is obviously not within his grasp. The more ambitious 
and persevering the man, the greater the conflict between his 
ambition and his achievements, and sooner or later we find 
him seeking refuge in a neurosis. The same is true when an 
individual fitted for manual work begins to take up account- 
ing; when the lad who craves outdoor life finds himself shut 
up in a factory; when the man who is quick and impulsive is 
forced to do work that requires caution and deliberation; or 
when the individual who works well under supervision sud- 
denly is thrown into a position that demands responsibility. 
All of these individual questions must be considered in deal- 
ing with problems of vocational guidance. 

We do not intend to convey the idea that the neuropsy- 
chiatrist should take the place of an expert trained in the 
problems of vocational guidance, but that he should advise 
with this expert or furnish him with all the data at hand per- 
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taining to the prospective trainee’s mental equipment and 
temperamental fitness for general types of work. It seems 
to us that in this way many of the glaring mistakes that have 
oceurred in the past will be obviated. It may be well to repeat 
what has already been said elsewhere—that a large percentage 
of the relapses among the neuropsychiatric cases in training 
are directly due to their being shunted off into some trade or 
profession for which they are unsuited. 

Much unnecessary time and money may be spent by the 
government in recommending treatment and training for a 
certain group of applicants for compensation when it is per- 
fectly obvious that treatment will be of no avail and training 
is not feasible. The problem of compensation and supervision 
by some social agency might just as well be met at once. This 
will allow the applicant to plan his future along practical 
lines and will not keep him upset by repeated disappointments 
which tend to aggravate his condition and make his adjust- 
ment more difficult. For example, an epileptic first received 
temporary total disability compensation of $80. In an effort 
to increase his income, he applied for Federal Board training 
and was successively placed in a machine shop, a tinsmith 
shop, a garage, and finally a commercial school. This claimant 
is an ambitious, earnest sort of chap, of very limited intel- 
lectual capacity, and his repeated failures have completely 
destroyed his morale. Just recently he has been notified that 
he has a total permanent disability, but his reaction to this, 
at this period in his dealing with the government, is one of 
discouragement and discontent. It seems to us that if this 
situation had been correctly sized up in the first place, this 
claimant’s attitude toward life in general and the government 
in particular might be quite different. 








INFLUENCE OF AFFECTIVE DISTURB- 
ANCES ON RESPONSES TO THE 
STANFORD-BINET TEST * 


STEPHEN PERHAM JEWETT, M.D. 
PHYLLIS BLANCHARD, Px.D. 
Psychiatric Service, Bellevue Hospital, New York 


OR some time after the use of the Stanford revision of 
the Binet-Simon scale for the measurement of intelli- 
gence became one of the recognized factors in the diagnosis 
of mental deficiency, there was a tendency to consider the 
intelligence quotient obtained by the use ofthis scale as com- 
paratively constant for the individual. Terman, in The 
Measurement of Intelligence, stated that there was not one 
ease in fifty in which the I. Q.* proved unreliable. He con- 
sidered it an accurate index of the child’s mentality, and his 
experiments in retesting the same children at intervals indi- 
cated that it remained fairly constant. 

Further experience with the Stanford scale in the study of 
children convinced the clinician that in certain cases the I. Q. 
did not become stabilized over the developmental period (to 
the age of fourteen or sixteen), but that it sometimes showed 
great variability as taken at different intervals during this 
period. Dr. Mateer summarizes the data on this point as 
follows: 

‘“‘The I. Q. of the individual child may decrease steadily 
through the earlier years of childhood, it may stand still, or 
it may temporarily increase. ... The situation is still further 
complicated by the fact that children with comparatively low 
mental ratings sometimes show an unexpected mental resili- 
ency and rebound toward average endowment in surprising 
fashion, making up most or all of their lost standing. ... In 
consideration of these various possibilities, it seems only 


* Acknowledgment is made to Dr. Menas 8. Gregory, Director of the Psy- 
chiatric Service of Bellevue Hospital, for his kindly criticism and his permission 
to publish the reports of these cases. 

1 Boston: Houghton Mifflin Company, 1916. 

2 Intelligence Quotient. 
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right to insist that a single I. Q., or the findings from a brief 
examination, be used cautiously as a basis for anything more 
than a statement of present mental level, unless they are used 
correlatively with a complete survey of the child from the 
standpoint of his social, moral, and educational behavior and 
his environmental, physical, and hereditary handicaps.’” 

Although experience thus taught us to use the I. Q. of the 
child at any given period discriminatingly as a basis for diag- 
nosis and especially for prognosis, there still remained a 
tendency to believe that the I. Q. of adults and of the child 
of average intellectual endowment remained fairly constant. 
We had learned that the I. Q. of the low-grade feebleminded 
child dropped considerably as physical age increased, but 
mental development became more and more retarded and 
finally ceased before the average limit of development at four- 
teen or sixteen had been attained. We had learned that the 
superior child might show spurts of mental development that 
would tend to raise the I. Q. at different intervals of the de- 
velopmental period. But because the developmental curve of 
the average child remained constant under ordinary circum- 
stances, and because the adult was considered to have attained 
full developmental possibilities, our faith in the reliability 
of the I. Q. in these types of individuals was for the most part 
unshaken. 

A study made by Dr. Bronner on the effect of the attitude 
of the subject on the performance of tests should have warned 
us, even though her data were collected in the use of the 1911 
revision of the Binet (made by Binet himself) and supple- 
mentary tests, and not with the Stanford revision (made by 
Terman). Dr. Bronner cited cases in which such factors in 
the attitude of the subject as deliberate deception, recal- 
citrancy, sportiveness, and affective disturbances such as 
anger or resentfulness, depression, homesickness, fear, and 
the like, materially affected the performance of tests. In all 
her cases, the level of performance was definitely lowered by 
the presence of these factors in the attitude of the subject, and 
better success was achieved upon retesting after the removal 


1 The Diagnostic Fallibility of Intelligence Ratios. By Florence Mateer, Pa.D. 
Pedagogical Seminary, 25: 369-92, December, 1918. 
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of distrust, the quieting of affective disturbances, the solu- 
tion of perplexing emotional conflicts, etc.’ 

In describing the technique of the Stanford-Binet, Terman 
merely mentioned the necessity of taking into account the 
attitude of the subject, and in general the literature in clinical 
psychology bears only casual references to this problem. In 
spite of Dr. Bronner’s study, therefore, many psychologists 
and medical men have continued to regard the I. Q. as in- 
fallible, and have neglected to take into account the affective 
state of the subject at the time of examination. Occasionally 
this has led to the commitment as mental defectives of indi- 
viduals suffering from some affective disturbance, when later 
examinations, given after the clearing up of the psychosis or 
emotional disturbance, showed these same individuals to be 
of normal intelligence. In such cases, there was evidently a 
failure on the part of the examiner to distinguish between 
intellectual inability to respond correctly to the problems 
presented and affective states preventing the subject from 
bringing his full intellectual faculties to bear on the given 
task. Terman contends that such a situation arises only in 
the use of the Stanford-Binet by ‘‘untrained and indiscreet 
examiners’’.2 The following case is quoted not only because 
it illustrates the point under discussion, but also because the 
psychologist who made the examination is recognized as of 
thorough training and wide experience. 


Case I. First admission, hospital number 38630. L. M. Male, white, 
18. Admitted to Bellevue Hospital for observation August 21, 1918. 
History of school retardation and long history of juvenile delinquency. 
Charge pending at time of admission. Was confused and deluded, halluci- 
nating, ete. Would not codperate on tests, so that no psychological ex- 
amination was made at this time. Exact diagnosis difficult; mixed 
phase, manic-depressive psychosis or dementia precox, undecided. He 
was returned to the Tombs and sent to Matteawan. (Diagnosed as 
dementia praecox at Matteawan, but subsequent history showed that he 
was suffering from a manic-depressive attack.) 

Second admission, hospital number 42969, June 27, 1919. Had been 
released from Matteawan on a writ of habeas corpus. At this time 
there was little to indicate a psychosis. Patient’s behavior on the ward 
was normal; he helped with the work, ete. There were no gross defects 


1 Attitude as It Affects the Performance of Tests. By Augusta F. Bronner, 
PH.D. Psychological Review, 23: 301-31, July, 1916. 
2The Measurement of Intelligence, p. 110. 
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of memory, orientation was good, no delusions or hallucinations, although 
there was not full insight into his previous attack. Patient was, how- 
ever, codperative in every way. Stanford-Binet showed a mental age 
of 11-3, I. Q. 70. The summary of the psychological examination read 
as follows: ‘‘The evidence of mental tests is that this patient is on 
the border line of mental deficiency. He is of very inferior intelligence, 
yet he is of higher status than the inmates of institutions for the feeble- 
minded usually are. He might be described as semi-irresponsible, his 
mental level being between 11 and 12 years. . . . Attitude docile 
and friendly throughout. No eccentricities of manner noted. Nothing 
bizarre in his responses.’’ 

Third admission, hospital number 44143. Had been released from 
Matteawan on a writ of habeas corpus. His conduct was normal on the 
ward, etc., and he now had full insight into his previous illness. A 
second psychological examination showed a mental age of 16+, i. Q. 
100+. At this time he was returned to court with the opinion that he 


had recovered from an attack of manic-depressive psychosis, and was 
liberated as not insane. 


The significance of this case lies in the fact that experi- 
enced medical men and trained psychological examiners 
recognized no affective reactions in the patient of sufficient 
importance to suggest any doubt as to the accuracy of the 
results obtained upon the first psychological examination. 
There was only one slight difference in the clinical pictures 
at the time of the first and second examinations: at the time 
of the first test, the patient, although otherwise apparently 
normal in attitude, had not recovered full insight into his 
condition, while at the time of the second test, he had com- 
plete insight into his previous illness. This case is not an 
isolated one in our experience. It is obvious, therefore, that 
the results of intelligence tests made after a psychotic attack 
cannot be regarded as final until there is absolute certainty 
that the psychosis has completely cleared and the intellectual 
faculties are freed for their full functioning. Not only is this 
true of such marked psychotic affections as that in the case 
reported above, but it also holds good in milder psychotic 
states, as the following cases demonstrate: 

Case II. Hospital number 52214. F.M. Male, white, 20. Arrested 
on charge of disorderly conduct. Had been drinking and was emotionally 
upset. Was sent to Kings County Hospital for observation. A history 
was obtained which indicated that patient had never been able to get 
on in school or to take care of himself outside, ete. In view of this 


history, and the nature of his responses to a partial Binet, patient was 
transferred to the New York City Hospital at Randall’s Island as a 
mental defective. 


RESPONSES TO THE STANFORD-BINET TEST 


July 12, 1921, the psychologist at Randall’s Island states: Mental age 
cannot be determined at present on account of the subject’s absolute re- 
fusal to answer any questions or touch the performance-test material. 
He states that he will do nothing until he has his lawyer’s advice. . 
Appearance and language of the subject indicate a state of emotional 
excitement. He complains bitterly of a frame-up at the time he was sent 
to Kings County Hospital. . . . He gives an impression of dissipa- 
tion and loose emotional make-up.’’ 

July 15, psychological report states: ‘‘ Patient submitted to an ex- 
amination only by advice of his lawyer, and attitude throughout the 
test was one of nervous apprehension. Age 21, mental age 14-2, I. Q. 94. 
He expresses his embarrassment, but evidently put in his best effort. 
His account of himself is reserved; although he seems anxious to talk, 
he is evidently withholding everything which might give a clue to his 
former life.’’ 

On July 16, patient was transferred from Randall’s Island to Bellevue 
Hospital with a copy of this psychological report and a note to the 
effect that since the examination showed him to be of normal intelligence, 
he was not a case for the New York City Hospital. 

At Bellevue, the patient’s attitude was still somewhat suspicious, and 
he refused to take an intelligence test until assured that we believed him 
to be normal and merely wanted to confirm the psychological report from 
Randall’s Island. He finally consented to codperate, although he preceded 
the test with the remark: ‘‘I feel sure that when I finish this, you 


will railroad me to some institution.’’ He was apprehensive of making 
errors, and often tried to evade the issue in his replies, or prefaced his 
responses with some such remark as, ‘‘ Now I’m afraid this guess may be 
wrong,’’ ete. Again, he would give two or more responses to the same 
problem, with the hope of increasing the chance of success. In spite of 
his anxiety, he made a mental age of 16-7, with an I. Q. of 103. 


Case III. Hospital number 44271. E. L. Female, white, 15. Had 
been under observation at Kings Park Hospital. History of back- 
wardness in school. Reported to have been acting queerly for two months. 
Had been going to the police station with stories of forging checks, 
being raped, ete., and had attempted to drink iodine for suicidal pur- 
poses. At Kings Park she was diagnosed as a mental defective with a 
psychotic episode. She was transferred to Bellevue, May 17, 1921, with 
the statement that her psychosis had cleared and that she was a simple 
mental defective. 

The history of the patient briefly outlined above might be that of an 
hysterical or emotionally unstable adolescent, or of a high-grade defective. 
The psychological examination on May 19 would have classed her as the 
latter. At that time the physical age was 15-8, mental age 11-9, I. Q. 75. 
The examination was summarized as follows: ‘‘By the rating of the 
test alone, the patient would class as of border-line intelligence. Basic 
year 9 and group limit 14 years. Is unable to give a clear account of 
why she is here.’’ There was nothing to indicate that the test did not 
fairly represent the patient’s intellectual level. The performance was 
evenly distributed, etc., and patient stated that she had had the same 
examination at Kings Park. However, it was considered wise, in 
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view of her emotional instability, to check up the results by a second ex- 
amination. On May 24, a second Stanford-Binet was given. The 
mental age was now 12-6, I. Q. 79, a rating that would still class her as 
a border-line type. It was significant, however, that the basic year had 
progressed from 9 to 10, and that there were more successful responses 
at the 12- and 14-year levels. At this time, patient was obviously worried 
and anxious, and a note was made to the effect that possibly the tests 
thus far given were not representative of her real ability. 

Shortly after the second test, the patient attempted abortion by 
putting safety pins in the vagina. She explained that she believed her- 
self to be pregnant. Further explanation and examinations revealed the 
fact that she had never had intercourse, and that her fear that she was 
pregnant was based on ignorance of the biological facts of conception. 
When this matter was made clear to her, her attitude became less 
anxious. A third Stanford-Binet was given on June 9. This time, the 
mental age was 13-1, I. Q. 83. The basic year was still 10 and the 
group limit 14 years, but there were more successes at the higher levels, 
and her attention, effort, and general codperation were much improved. 
The rating of this last examination, while perhaps still below her actual 
capacity, was sufficient to class her as of normal intelligence. She was 
diagnosed as a case of psychic constitutional h eee with a psychosis, 
and returned to Kings Park. 


Case IV. First admission, hospital number 41046. D. K. Female, 
white, 16. Admitted to Bellevue Hospital for observation May 16, 1920. 
Was charged with immorality and running away from home. Prior to 
her admission, she had been in charge of the 8. P. C. C. for about two 
weeks. Was reported to have been ‘‘hysterical’’ during that time, using 
vile language, destructive, hiding knives in her clothing, etc. At Bellevue, 
her mood alternated from a mild elation with restlessness and flighti- 
ness to periods of inactivity and mild depression. These symptoms were 
not sufficiently marked to warrant her commitment, and she had intervals 
of appearing practically normal. The Stanford-Binet, given May 25, 
rated her at a mental age of 12 with an I. Q. of 75. The summary of 
the psychological examination read as follows: ‘‘The evidence of mental 
tests is that this patient is of inferior intelligence, but not safficiently 
low on the scale to be technically termed mentally defective. Technically 
she would be described as of ‘border-line’ intelligence. Patient is con- 
fiding to the point of being somewhat garrulous. Her performance is 
consistent in revealing a low grade of ability, not quite reaching the 
level of a moron.’’ 

Inasmuch as the patient improved to a marked extent and her symptoms 
were not sufficiently severe to warrant commitment to a hospital for the 
insane, the psychological test was considered accurate and the patient 
was returned to the 8. P. C. C. on May 29, 1920, as a case of border-line 
mental deficiency. 

Second admission, hospital number 45742. Admitted to Bellevue Hos- 
pital for observation October 28, 1921. Transferred from the Loeb 
Convalescent home because they considered her nervous and in need of 
treatment. Was restless for the first hour or two after admission, but 
soon became quiet. During her stay, her conduct on the ward was normal 
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and her attitude was agreeable. A Stanford-Binet was given November 9, 
and she made a mental age of 15 years, 3 months, with an I. Q. of 95. 
The psychological summary was as follows: ‘‘By the rating of the 
examination, the patient would class as of normal intelligence. Basic 
year 10 and group limit 18 years. Attention and effort good. Both 
rote and logical memory are excellent. Judgment fair.’’ 


It is certain that in at least one of these three cases (Case 
IV) the erroneous impression formed on the basis of the 
psychological examination was not due to inexperience or lack 
of discretion on the part of the examiner, who was one of the 
best trained and most widely known in the profession. 

The cases reported above, and similar instances that came 
under our observation, brought forcibly to our attention the 
effect of emotional disturbances on the responses to the 
Stanford-Binet, and raised the question as to the accuracy of 
the I. Q. in many types of patient encountered in a psychiatric 
service. Once interested in the problem, we found that not 
only affective tensions due to severe psychoses and mild psy- 
chotic states affected the reactions to the Stanford-Binet, 
but that emotional disturbances due to organic lesions, use 
of drugs, etc., and even ordinary affective reactions such as 
the average individual shows under stress, tend |to interfere 
with the concentration of the full power of the intellect, 
through defects, of attention, association, ete. This is ex- 
pressed not only in the type of reaction to the situations 
presented in the course of the examination, but also in the 
final result as represented by the I. Q., which is often materi- 
ally lower than the actual intelligence level of the individual 
as indicated by the I. Q. obtained when the emotional block- 
ing is removed and attention, association, and the other in- 
tellectual faculties are free to function at the highest level of 
efficiency. 

In many instances, the experienced clinician is enabled to 
suspect from the manner of response that some emotional 
blocking is preventing the patient from making the best pos- 
sible rating on the intelligence examination. An extremely 
scattered performance on the Stanford scale, in which the 
subject is successful at one or more higher year levels after 
having failed signally on one or more preceding lower years, 
almost invariably indicates affective blocking of some kind. 
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Slowness of response, necessity for repetition of instructions 
in order to elicit any reaction, irrelevant responses which in- 
dicate disordered associative processes rather than failure to 
comprehend the given situation, tendency to continued elabora- 
tion of the response to a preceding situation which inter- 
feres with the transference of the attention to the next prob- 
lem presented, reaction to a situation in harmony with 
instructions given in connection with previous situations 
(perseveration)—these and other peculiarities of behavior 
should lead one to suspect the accuracy of results, because 
they are symptomatic of affective disturbances which inter- 
fere with intellectual accomplishment, even though the 
patient appears to put forth much effort on the examination. 
Indeed, this very intensity of effort is necessitated by the 
affective blocking, since the patient must make an unusual 
exertion in order to overcome it and answer at all coherently. 

In cases where there is a lesser degree of emotional dis- 
turbance, even the trained psychologist may fail to recognize 
its existence. These are cases in which there are no peculiari- 
ties of behavior or reactions to the examination to be noted, 
so that the affective disturbance is realized only after some 
change in the patient’s general conduct on the ward is noted, 
or some other indication of a change in emotional state is 
observed. This is particularly apt to hold true in the emo- 
tionally unstable type of individual whom we class as of 
**psychic constitutional inferiority’’. The following cases 
show the desirability of repeated examinations in such cases, 
and the danger of relying on one test alone: 


Case V. Hospital number 44016. M. P. Female, white, 14. Patient 
was transferred to Bellevue from the Cedar Knolls School because of 
her continual efforts to escape from that institution. She had been 
committed to Cedar Knolls as a ‘‘ disorderly child’’ on January 17, 1921, 
and was transferred to Bellevue on April 18. The history reported from 
the school records would lead one to expect a high-grade mental defec- 
tive or border-line type, and the first examination by the Stanford-Binet 
appeared to confirm this expectation. On April 20, patient made a 
mental age of 9-9, I. Q. 69. The basic year was 7 and the group limit 
14 years, with a fairly even distribution of performance. The note on 
the examination read: ‘By the rating of the test alone, the patient 
would class as a border-line case of mental deficiency unless medical ex- 
amination shows some other reason for her retarded development. At- 
tention and effort good. Very reticent about herself. Gives impression 
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of being able to do better than results of test show. Very nervous.’’ 
At that time, the examiner did not regard the fact that she gave the im- 
pression of being brighter than the test indicated as an indication for 
retesting, but simply noted it as a part of the clinical picture, consider- 
ing it a deceptive impression produced by the patient’s nervous vivacity. 

By April 30, patient appeared less nervous and was quieter on the 
ward, so that another examination was considered advisable. She now 
made a mental age of 12-6 with an I. Q. of 88, which would class her 
definitely as of normal! intelligence. Her basic year had progressed to 9, 
and she was much more successful at the 12- and 14-year levels. She 
was returned to Cedar Knolls with a diagnosis, not of mental deficiency, 
as might easily have been the case had only one test been relied upon, but 
as a case of psychic constitutional inferiority. 


Case VI. Hospital number 52162. C. 8. Male, white, 15. Brought 
before the Brooklyn Children’s Court on the charge of ungovernable 
child and sent to Bellevue for observation July 12, 1921. History of 
dullness in school, general disobedience, etc., such as is often given in 
the histories of mental defectives. Was examined by the Stanford- 
Binet July 14. Physical age 15-8, mental age 11-7, I. Q. 72. Basic 
year was 7 and group limit 16, with more successes at the 14-year level 
than at the 12-year level. This unevenness of performante, although so 
slight as to be little cause for suspicion, nevertheless led to the giving 
of a second examination. On July 27, patient made a mental age of 
13-2, I. Q. 84. The basic year was now 10. The change in rating was 
sufficient to raise the patient from the border-line to the dull-normal 
class in intelligence. Other reasons than intellectual defect were found 
for his delinquent conduct, which might easily have been attributed to 
border-line mental deficiency had only one Stanford-Binet been given. 


Case VII. Hospital number 4537. G. K. Female, white, 18. Ad- 
mitted to Bellevue for observation September 21, 1921. Was sent from 
the Catholic Protectory with the following report: ‘‘We are sending you 
in care of the bearer the girl G. K., recently examined and diagnosed 
a mental defective, but returned to the institution. We are advised by 
our Rev. Sister Superior that the girl is a continual sdurce of trouble 
due to the fact that she persists in conducting herself in the most 
erratic manner and resists all efforts to check her peculiar behavior, 
which has a demoralizing influence on the other inmates. She was placed 
in a foster home some time ago, from which she had to be removed be- 
cause of her propensity for seeking the companionship of young men, 

oo) ar? 

The psychological examination which had previously been made in 
clinic rated the patient at a mental age of 10 with an I. Q. of 62. The 
summary of the examination read as follows: ‘‘Coéperated in a friendly 
manner. Is somewhat emotionally unstable; shows a good deal of 
variability in her intellectual development. Gaps that reveal a decided 
mental defect. Her memory is variable; also her judgment and the 
other so-called higher mental functions are imperfectly developed. She 
is the type of girl who should have careful supervision always. 

Moron grade.’’ 
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After being on the ward, the patient was given another Stanford- 
Binet, as her conduct, although disobedient, etc., was not such as to 
indieate any great mental deficiency. The second examination, which 
was made September 22, 1921, gave the patient a mental age of 10 years, 
2 months, with an I. Q. of 63. The summary of this examination read as 
follows: ‘‘By the rating of both this and the previous examination the 
patient would class as mentally defective. She is apparently somewhat 
nervous and emotionally unstable, however, and it is not safe to assume 
that the tests represent the highest possible rating which she is capable 
of making, although it is doubtful if she could go above the border-line 
group at best.’’ 

In view of the close rating on the two tests made by two different 
examiners, both experienced in the work, and the patient’s history of 
improper behavior, ete., she was transferred to the New York City Hos- 
pital at Randall’s Island as a mental defective, pending admission to the 
State School at Newark, to which she had been committed. At Randall’s, 
after some time had elapsed, a third Stanford-Binet was given on Novem- 
ber 21, 1921.. The patient’s conduct was reported to have improved; she 
gave the impression of being much more stable emotionally, ete. At this 
time she made a mental age of 12 years, 4 months, with an I. Q. of 82. 
On the Performance Scale she made a still higher rating. The rating of 
these last tests was sufficiently higher than the first two to raise the 
patient from the high-grade-moron group to that of normal intelligence. 


These three cases are chosen from several similar ones 
that have come under our observation because they are de- 
ceptive in that there is very little in the nature of the ex- 
amination itself to lead the clinician to question the accuracy 
of the first rating obtained. In view of the unstable emo- 
tional make-up of this type of patient, however, we should 
not be surprised, once we have realized the effect of emo- 
tional blocking upon intellectual effort, to find that the I. Q. 
varies considerably from time to time. The necessity for 
caution in diagnosing these individuals as mentally deficient 
upon the evidence of a single examination cannot be over- 
emphasized. 

After we have learned by experience to be exceedingly 
careful in our acceptance of the ratings of intelligence tests 
upon psychotic and emotionally unstable patients, we still 
encounter other types which are quite as deceptive. When 
a child who appears very dull and has a school history of 
retardation and truancy rates as mentally defective on the 
intelligence test, the rating is so in harmony with our expec- 
tation that we naturally do not question its accuracy unless 
there are exceptionally peculiar reactions and behavior. We 
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have had one such completely deceiving case within the past 
year. 


Case VIII. Hospital number 50810. P. 8S. Male, white, 11. Ad- 
mitted to Bellevue Hospital March 29, 1921. Had been taken to the 
children’s court on account of improper guardianship. In physical ap- 
pearance he was undersized, poorly built, etc. Looked more like a child 
of 7 than of 11. History of never liking school and never being able to 
learn. He often played truant. Was in grade 3A. Was able to read a 
little, but could not write. Had twice stolen money given him to buy 
things with. Had stayed away from home two nights. Stanford-Binet 
given on March 30. Physical age 11-2, mental age 7-10, I. Q, 70. Per- 
formance evenly distributed from the basic of 7 to the group limit of 
9 years. There was complete failure at the 10- and 12-year levels, which 
were both given. The boy’s attitude was dull and indifferent, The sum- 
mary of the examination read: ‘‘By the rating of the test, the patient 
would class as mentally defective, border-line type. His school history 
of truancy and retardation bears out this conclusion.’’ 

A medical examination revealed that the patient was undernourished 
and that he was also suffering from dispituitarism, and he was ac- 
cordingly put under treatment. At the time of the medical examina- 
tion, his conversation led the examining physician to question the diag- 
nosis of mental deficiency. On April 8, a second test was made. Physical 
age 11-3, mental age 8-8, I. Q. 77. Although the increase in the I. Q. was 
slight, there was a noticeable difference in the distribution of perform- 
anee, the group limit being raised from 9 to 10 years. The rating on 
the second test still classed him as a border-line type, a bringing 
him nearer the line of normality. 

The third examination was made May 18. Patient was now in much 
better condition physically, and his emotional reactions were more 
natural. In place of his former dull, listless attitude on the ward, he 
was now playing with the other boys, was full of all kinds of pranks, 
and manifested affection for the nurses and doctors. At the time of this 
third examination, the physical age was 11-4, mental age 9-3, I. Q. 81. 
Although this rating placed him among individuals of normal intelligence, 
once again the change in distribution was more striking and more 
significant than the change in the I. Q. The basic year remained at 7, 
but the group limit had advanced to 14 years. Certain difficult problems, 
such as the detection of absurdities of the 10-year group, were now 


answered correctly, although they had been failed in both previous ex- 
aminations. 


It is probable that in this case the patient’s physical con- 
dition underlay his emotional attitude of indifference and 
lethargy, and that as his physical condition became more 
normal, his affective life also progressed toward normality. 
The intellectual effort, in turn, being freed from emotional 
blocking, became correlatively efficient. Other cases came 
under our observation in which physical condition and emo- 
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tional tone were improved with concomitant raising of the 
rating of the Stanford-Binet, but in these other instances 
there was a history of previous illness which naturally in- 
duced the examiner to make only a tentative statement as to 
the findings on the intelligence test. The significance of the 
ease reported lies in the fact that there was no medical 
history which would indicate that the boy’s attitude at the 
time of the first examination was other than the ordinary 
dullness of a mentally defective child. Indeed, it was only 
the marked change in his attitude on the ward that indicated 
the necessity of a third examination, as the medication for 
his condition of dispituitarism had not been continued suffi- 
ciently long to lead to any expectation of improvement as a 
result of medication. 

Perhaps the medical history that should most be regarded 
as indicating that the results of intelligence tests cannot be 
considered accurate is that of post-encephalitic conditions. 
The early convalescence from this disease is often character- 
ized by a phase of indifference, poor memory, defective atten- 
tion, ete., which simulates the clinical picture of feebleminded- 
ness to a considerable degree. Thus, one boy, six years of 
age, was brought from the children’s medical ward, just 
before his discharge after an attack of encephalitis, for an 
intelligence examination. He rated decidedly below the 
border line of mental deficiency on the Stanford-Binet, but 
the examiner declined to make a definite diagnosis or prog- 
nosis in the case, feeling that too little was known of the 
effects of the disease to state whether the low rating on the 
test was due to primary deficiency or to the effects of the 
encephalitis, and if the latter, whether there was hope of 
improvement. On June 1, 1921, the same patient was brought 
into the observation ward because of persistent running away 
from home. An intelligence test given June 28 gave him a 
mental age of 6-2, with an I. Q. of approximately 100.. This 
made it evident that the low rating on the first examination 
was due to the effect of the encephalitic infection, and that 
marked improvement had taken place during the three or 
four months since the first examination. Other cases of 
encephalitic convalescents who were under observation showed 
similar improvement upon repeated testing. The following 
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case is worthy of report as fairly typical of what the psy- 


chologist may expect to find in testing encephalitic convales- 
cents: 


Case IX. Hospital number 49871. J. E. Male, white, 9. Admitted 
to Bellevue Hospital January 26, 1921. On admission was dull in at- 
titude, did not play with other boys, seemed indifferent to surroundings, 
and rather stupid in general. The only apparent emotional reaction 
was one of timidity. When given the Stanford-Binet on January 28, 
this timidity was marked, but no other peculiarities of reaction were 
noticed except that his performance scattered over the scale from a basic 
year of 4 to a group limit of 9 years. Physical age 9-9, mental age 6-4, 
I. Q. 66. But for the history of encephalitis and the possibility that his 
fearful attitude prevented him from making his best rating, he would 
have been classed as definitely feebleminded. 

On February 7, patient was retested. His attitude on the ward had 
changed. He now played with the other boys, showed an interest in 
his surroundings, and was no longer fearful. Physical age 9-9, mental 
age 7-6, I. Q. 77 on the second examination. The basic year had pro- 
gressed to 6. A third test was made March 11 and showed still further 
improvement, as did his behavior with the other boys. He now had a 
physical age of 9-10, a mental age of 7-10, and an I. Q. of 80. The 
basic year was now 7, although the group limit did not advance beyond 
9 years. 

Shortly after this third examination, patient was taken home by his 
parents. It is probable that could another test be made, he would 
show even greater improvement. It is certain that while he was under 
observation the emotional and intellectual changes were obviously cor- 
related, and that as the emotional reactions became more normal, the 
ability for intellectual effort improved also. 


In addition to those groups of individuals with psychotic 
or emotionally unstable make-up, in whom a fluctuation of 
the I. Q. is to be expected, and of organic cases in which 
there is a temporary impairment of the intellectual func- 
tions, as in post-encephalitic states, there is another class of 
patients in whom the findings of the intelligence test must be 
regarded with caution. These are individuals who have 
become addicted to the use of drugs, and who are examined 
when suffering from withdrawal symptoms or just after a 
cure. Tests made on a group of girls at the Bedford State 
Reformatory, who had a history of drug addiction just pre- 
vious to their admission, showed a marked increase of the 
I. Q. taken after they had been in the institution a year or 
more as compared with the I. Q. taken just after admission. 
In several instances, the variation was sufficient to raise them 
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from the class of high-grade moron or border-line intelli- 
gence to normal intelligence. This is not surprising when 
we contrast the emotional irritability of the newly cured 
addict with the greater emotional poise of the addict who 
has been off the drug for a period of several months. 

We find a similar difference in the I. Q.s taken during 
withdrawal and after administration of the drug, just as we 
find a state of affective tension and general irritability when 
the individual is undergoing withdrawal symptoms, and 
a state of contentment and emotional satisfaction when the 
craving has been satisfied. This is well illustrated in one of 
our recent cases, which is typical for the group of drug addicts 
examined. 

Case X. Hospital number 53069. RB. BR. Male, white, 28. Arrested 
on the charge of unlawful possession of drugs and sent to Bellevue Hos- 
pital for observation September 19, 1921. Began using drugs three 
years ago. At first used morphine intermittently, and had used heroin 
regularly for about a year. When examined by the Stanford scale, 
September 20, was irritable and restless, asking for relief. Codperation 
was secured by promising him morphine if he would try his best on 
the test. At this time he made a mental age of 12-9, I. Q. 79. The 
basic year was 8 and the group limit 16 years. The performance was 
fairly even, except that there were more successful responses at the 
12- and 14-year levels than at the 10-year level. 

On September 23, shortly after the patient had been given a hypo- 
dermic of 10 minims of Magendie’s solution, a second test was made. 
His attitude was now one of affective satisfaction; he talked pleasantly, 
smiled, and appeared fairly contented. This time the mental age was 
14-7 and the I. Q. was 91. The basic year had progressed to 12 and 
the group limit had advanced to 18 years. This change in rating was 


sufficient to raise the patient from the class of border-line to normal 
intelligence. 


Besides affective disturbances that may be traced to some 
pathological source in the personality make-up, organic dis- 
orders, use of drugs, etc., the ordinary emotional reactions 
that any person naturally displays under certain situations 
may also have a definite influence on the response to intelli- 
gence tests. The fear and anxiety that naturally result from 
being brought into a hospital ward or taken to a courtroom 
are the reactions most often encountered, and many cases 
show the effect of the apprehensive attitude thus induced 
upon the ability to answer correctly the problems presented 
in the psychological examination. 
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Case XI. Hospital number 44573. M. C. Female, white, 14. Ad- 
mitted to Bellevue Hospital June 17, 1921. Sent for observation from 
the children’s court, where she had been taken on account of improper 
guardianship. Was considered feebleminded at home, was only in the 
third grade at school, had not been able to learn to read. Was tested by the 
Stanford-Binet, June 21. Physical age 14, mental age 7-4, I. Q. 52. The 
basic year was 6 and the group limit 9 years. The performance was fairly 
regular and even, but responses were difficult to obtain, and there was a 
tendency to smile incongruous with the external situation, ete. This 
peculiar behavior suggested that some other factor than simple primary 
amentia was to be sought. The impression was that the patient was 
suffering from some mental disorder, perhaps an incipient form of 
dementia praecox, superimposed on a defective basis. 

A few days later, the examiner succeeded in winning the patient’s 
confidence to some extent, and she admitted that she was afraid to say 
or do anything while in the hospital, lest she give the impression of being 
foolish or insane, as her people had for some time been trying to have 
her committed to some institution. It was explained to her that the 
easiest way to avoid permanent commitment was to answer the questions 
asked to the best of her ability. The test was then repeated, June 27. 
This time the mental age was 10-4 and the I. Q. was 73. The basic 
year remained at the 6-year level, but there were more successful re- 
sponses at the 8-, 9-, and 10-year levels, and one of the 14-year problems 
was answered correctly. The patient’s fearfulness was not completely 
removed at the time of this examination, and it is probable that this 
rating did not do full justice to her actual capabilities. 


Case XII. Hospital number 52199. J. W. Male, white; 8. Patient 
was first seen in the mental clinic July 15. His aunt brought him to 
the clinic, complaining of his conduct. She stated that he masturbated 
continually, lied, stole money from her, ete. He was in the first grade 
at the Sisters’ school. The Stanford-Binet gave him a mental age of 6 
with an I. Q. of 75. The performance was exceedingly scattered, rang- 
ing from a basic year of 3 to a group limit of 10 years. The distribu- 
tion was uneven, the 8-year problems being failed completely. This 
uneven performance, together with a certain peculiar hesitancy in the 
boy’s manner, led the examiner to question the reliability of the I. Q. 
obtained, and he was admitted to the ward for further observation. 

On July 18 patient was retested. The mental age was now 6-10, 
I. Q. 85. The performance was still scattered and uneven, and there 
were evidences of emotional disturbance, so that it was probable that 
this rating was also below his real intelligence level. It was high enough, 
however, to demonstrate that the source of his difficulties was to be 
sought in other causes than primary mental deficiency, although his 


history and the rating of the first examination would have pointed to 
this explanation. 


Case XIII. Hospital number 50378. L.M. Male, white, 17. Arrested 
on the charge of sodomy and admitted to Bellevue Hospital for observa- 
tion March 2, 1921. Public-school graduate, and had been to high 
school a year and a half. Stanford-Binet was given March 3. Mental 
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age 10, I. Q. 62. Basie year 7 and group limit 12 years. Effort and 





' attention appeared to be good, but the rating of the test was so little 
Ph commensurate with his school history that a second test was considered 
Ke ae advisable. When retested March 7, he admitted that he had not been 
ri 4 able to keep his mind on the preceding examination because he was so 





ae worried about his situation. It was evident that he was still anxious, and 
boat that this interfered with his responding to the best of his ability. He 
Hee now made a mental age of 12-4, with an I. Q. of 77. The basic year was 
i . still 7, but the group limit was raised to 18 years and there were many 

; successful responses at the 14- and 16-year levels. The conclusion was 
reached that the boy was of normal intelligence, but that his anxiety 
and preoccupation with his own troubles prevented him from making a 
higher rating on the examination. 
















Case XIV. J. ¥F. Male, white, 29. Admitted to the prison ward of 
Bellevue Hospital, May 19, 1921; charge, murder, first degree. Was 
given the Stanford-Binet June 8, 1921. Mental age 4-6, I. Q. 28. Basic 
year 3 and group limit 7 years. Stated that he went to school to ‘‘ about 
the third reader’’. Was able to read only simple words, and said he 
could write only his name. He refused to sign his name, however, ex- 
plaining that he was now in trouble because two men had forced him 
to sign his name to a paper which he was unable to read. ‘‘I didn’t 
hurt any one. I only signed a paper.’’ There were strong evidences 
of fear in his attitude other than this peculiar behavior when asked to 
write his name, so that it was considered advisable to repeat the psycho- 
logical examination. The second test was made June 18. This time the 
mental age was 7 and the I. Q. 43. The basic year had advanced to 5 
and the group limit to 9 years. The performance was evenly distributed. 
It was unlikely that so low a rating could be due to emotional disturb- 
ance alone, although it might be that there was still some emotional 
blocking. The patient’s attitude on the ward, his childlike, simple 
demeanor, his school history, inability to read and write, etc., were 
all in harmony with a diagnosis of mental deficiency, so that the 
second test was accepted as an approximate index of the patient’s intelli- 
gence. 







































































It will be apparent, when the last case is compared with 
the others reported in this paper, that the necessity for care- 
ful diagnosis is in those cases where the first rating is indi- 
cative of high-grade moron or border-line mental deficiency. 
In the cases reported, the increase in the I. Q. varied from 

: 10 to 20 points. Such variation is of no especial importance 
for general diagnostic purposes in the case of low-grade 
feebleminded individuals. For example, if a patient makes 
a rating on one test of an I. Q. of 28 and then makes an I. Q. 
of 43 on a second test, as happened in Case XIV, the diag- 
nosis of mental deficiency is unaffected by this change in 

rating although it amounts to an increase of 15 points in the 
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I. Q. But when the I. Q. is raised 20 points, from 69 on the 
first examination to 88 on the second, as was true in Case V, 
the diagnostic significance is fairly obvious, since a person 
with an I. Q. of 69 would be considered as mentally deficient, 
while one with an I. Q. of 88 would be considered of normal 
intelligence. With the possibility of fluctuations in the I. Q. 
of from 10 to 20 points as a result of emotional blocking, 
this possibility must be taken into account in summing up the 
psychological findings in subjects of high-grade or border- 
line rating on the examination. 

The cases reported in this paper suggest certain important 
points that must be taken into consideration in determining 
the reliability of the I. Q. in border-line types. These may 
be briefly enumerated as follows: 

1. During a psychosis, an I. Q. is without value as a repre- 
sentation of the actual intellectual capacity of the individual. 

2. The I. Q. obtained after a psychotic attack can be re- 
garded as only tentative until sufficient time has elapsed for 
all emotional disturbance to have subsided and for the patient 
to have regained full insight into his condition. 

3. In individuals of emotionally unstable make-up, usually 
designated as cases of psychic constitutional inferiority, two 
or more tests are indicated when the rating on the first test 
would rank on the border line of normal intelligence. 

4. In cases where there is a medical history. of organic 
illness, such as encephalitis, etc., the I. Q. cannot be con- 
sidered an accurate indication of the patient’s original in- 
tellectual endowment. 

5. The I. Q.’s obtained on drug addicts are subject to fiuctu- 
ation with the state of the patient in reference to the use of 
the drug—whether in withdrawal, recently cured, etc. 

6. Even such slight emotional disturbances as the anxiety 
and fear aroused by unusual surroundings may cause an 
affective blocking that renders the I. Q. taken at such a time 
inaccurate. 

7. No I. Q. should be taken as final when there is a scattered 
and uneven distribution of performance or when any pecu- 
liarities of response—such as slow reaction time, necessity of 


repeating instructions constantly, irrelevant associations, etc. 
—are observed. 
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8. In cases in which the history, clinical picture, conduct 
on the ward, etc., fail to harmonize with the rating of the 
test even to a slight degree, a second test is always indicated. 

9. It cannot be too strongly emphasized that not the I. Q. 
alone, but the whole clinical picture, past history, etc., must 
be taken into account in deciding the intelligence level of the 
individual. 











STATE CARE, TRAINING, AND EDUCA- 
TION OF MENTAL DEFECTIVES 


PEARCE BAILEY, M.D. 
Chairman, New York State Commission for Mental Defectives 


. HE provisions for mental defectives, once the public 
grasps the importance of them, are destined to become 
an exclusive function of each individual state. The same rea- 
sons that have proved valid for the state care of the insane 
exist for the state care of defectives. The program is com- 
plicated, involving the codperation of many different depart- 
ments, such as various courts, boards of education, etc.; it is 
extended, and is especially important in rural communities 
where mental defect has a wider distribution than in cities 
or towns. It demands a central agency, competent to func- 
tion over the whole state. As no state has as yet adopted an 
adequate program, it may be useful at this time to offer a 
contrast between present methods, and a plan by which state 
care might be carried out, and also to mention some of the 
methods that are in use in New York. = 
The beginning, of course, is in the schools. It is in them 
that the mental defective inevitably comes to light, and it is 
during the school years alone that constructive efforts have 
some chance of being successful. Of the one million children 
in that river of promise flowing through the schools in the 
state of New York, let me say forty-five thousand are diverted 
from the main current because of defective intelligence. 
Unable to fulfil the requirements as laid down by educa-" 
tional departments, the bulk of this forty-five thousand are 
excluded from the schools at an early age and are lost track 
of; a small proportion of the total are provided with special 
facilities in the schools in limited classified groups, or are 
taken care of in other ways. These latter special provisions 
are, obviously, the humanitarian, and in the long run per. 
haps the truly economical, way for the state to discharge its 
responsibility toward these handicapped children. The other ~ 
way—namely, that of throwing out on their own resources 


those who are constitutionally incapable of taking care of 
[57] 
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themselves or of learning how to do so without special in- 
struction—is the Wrong Way. Unfortunately the Wrong Way 
is the one most in vogue everywhere. The diagram (page 59) 
shows the various stops in the two ways of dealing with this 
stream of defectives passing out from the schools and the 
end results of the two ways of stemming the current. 

On being diverted from the great river of normals, the 
stream of mental defectives divides, one branch turning into 
what might be called the Valley of Despair, the other into the 
Valley of Hope. Poetic expansion having no place in a 
diagram, these valleys are denominated the Wrong Way and 
the Right Way. As the Wrong Way is always the easiest, let 
us follow it first. 

Along it the first stop is Discharge of defectives from 
school—exclusion from all it can give—because they have 
shown themselves to be unable to profit from the classes, or 
for other reasons. Codrdinate attempts at betterment by 
state or municipal authorities cease at this point. The chil- 
dren, fundamentally incapable and without education or train- 
ing, are released from all care, supervision, and control, ex- 
cept such as they may find in their homes, when they have 
any. It would be inconceivable for physical cripples to be 
treated as so many of these mental cripples are treated. 
After quitting the schools, this dark, deep stream divides 
again, one good-sized branch soon reaching the courts, crim- 
inal, children’s, and juvenile, the other flowing on to periodic 
employment or to idleness and all it implies in the way of 
prostitution, illegitimacy, hoboism. 

Eddies and whirlpools churn in the Courts. There the 
same thing happens over and over again, If the children are 
serious delinquents, the real cause of the delinquency is not 
always perceived, and in fact there would be little practical 
purpose in perceiving it except when special Institutions for 
Defective Delinquents exist. These institutions are planned 
to provide opportunities for long observation and training, 
with the purpose and hope of eradicating in time the bad 
habits acquired through years of parental and state neglect 
of those feebleminded boys and girls who, having little will of 
their own, are suggestible and imitative. It is believed that 
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most juvenile offenders who are such by reason of defective 
mentality would turn out quite differently if they had been 
started in the stream that flows the Right Way. Thus, insti- 
tutions for defective delinquents, while indispensable as things 
are at present, are nevertheless placed in the chart on the 
wrong side. The imperative need of such stopping places to 
absorb some of the stream that flows the Wrong Way has 
been recently demonstrated in New York. The legislature 
of 1920-21 set aside the plant at Napanoch for the cus- 
tody, care, and training of male defective delinquents over 
sixteen years of age, the first institution of the kind estab- 
lished in the United States. It opened its doors June 1, 1921, 
and on November 1 of the same year it had reached the 
capacity appropriated for it. 

The courts make the best disposition they can of the cases 
that surge through them, utilizing the reformatories of the 
state and the many excellent homes provided by private 
charity. But in none of these institutions are there any pro- 
eedures specially devised to educate and train defectives, and 
even if there were, the length of time that defectives remain 
in them is too brief to convert the badly brought up feeble- 
minded into useful citizens. So a certain proportion reach 
prison at last, where they constitute approximately 12 per 
cent of the population. 

In the Prison stop of the diagram, the ‘‘Death House”’ is 
bracketed. This might seem to impart a sensational note to 
the diagram were it not that defectives actually are put to 
death now and then. Two died in this way in Sing Sing in 
1920, neither of whom had a mentality to equal that of a child 
of nine years, neither of whom had ever had intelligent super- 
vision or training. It almost seems as if, in exacting the full 
penalty from these children, the state were directing atten- 
tion away from its own thoughtless neglect of them. 

The greater volume, however, of defectives do not come into 
serious conflict with the law. They are poured from school 
into a great stream which flows, it would seem, for much of 
its course underground, so little is known of the individual 
fate of the elements that compose it. Some of this stream is 
absorbed by the community, for the purpose of unskilled 
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labor, especially in times of economic activity. For example, 
during the recent shortage of labor, applications for admis- 
sion to institutions for mental defectives, heaped desk high 
in ordinary times, almost disappeared. But in the end this 
underground stream comes to the surface, appearing as pros- 
titution, destitution, and various forms of unemployment. 
The Right Way is the channel now being dug in the state 
of New York and in a few other states. With an increasing 
realization of the importance of mental defect in the matter 
of education, public economy, and contentment, it will be 
deepened and widened year after year. Along it the stream 
of those who cannot keep up in the schools flows directly into 
the clinics. The Clinic is not merely for the purpose of deter- 


N. Y. STATE CLINICS FOR MENTAL DEFECTIVES 


Report for year July 1, 1920—June 31, 1921 
(Sessions from two to eight hours) 


Number of clinic sessions 182 
Number of patients seen 

Average cost per clinic per year.. $122.09 
Average cost per patient $3.82 


SOURCES OF CASES RECOMMENDATIONS 
Schools Special class 
CLINIC 
Charitable societies Medical treatment 
Examination Diagnosis 


Ce ” Recommendations Improvement of home conditions 


Courts PERSONNEL Supervised occupation 


Relatives 4: aaa Psychologist, nmitment, often followed by 
Clerk 


Publicity Colonization, later parole 
mining the degree of mental defect with a view to deciding 
whether or not institutional care is desirable. It has a much 
more constructive function. Many children, wholly incapable 
in the class room, get along very well with occupations in- 
volving the use of the hands. One boy in a New York public 
school, unable to learn to read or write, was found to assemble 
gas engines skillfully. Before that, he had always been in 
trouble, and had been constantly shunted from one school to 
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another; after that, he begged to be allowed to work long 
after school hours and no trace of delinquency remained. The 
clinic, therefore, tries to effect adjustments and also deter- 
mines the presence of physical defects, prescribes means for 
correcting them, and refers children to appropriate agencies. 
Clinies may be anywhere—in the schools themselves, in the 
courts, or functioning independently as special dispensaries. 
The map (page 62) shows the location of this latter type of 
clinic in the state of New York. All the clinics administered 
by the New York State Commission were organized by Dr. 
W. C. Sandy, late psychiatrist to the commission. In fact 
Dr. Sandy organized these clinics so well that his talents 
were recognized by the Department of Public Welfare of 
Pennsylvania, by which he has been called to take charge of 
the Bureau of Mentai Hygiene. 

Special or Ungraded Classes are intended to supply to de- 
fectives living at home the kind of education that will prove 
most profitable to them in the-end. They are the day schools, 
as the institutions are the boarding schools. They operate to 
greatest advantage in conjunction with clinics, and in most 
of the large cities, the only places where they exist, special 
classes maintain their own clinics. 

Field agents are a recent creation and are destined to be- 
come an important feature of any state program. They can 
materially increase the number of institution beds available. 

In New York the Civil Service requirements for field agerts 
are that they be from twenty-five to fifty years of age with 
experience in the application of psychometric tests, special 
credit being given for practical experience in teaching, insti- 
tutional, or social work. These agents were intended primarily 
to keep in touch with defectives after they leave the special 
classes, for the purpose of insuring that all the teaching and 
training received should remain a permanent asset to the child. 
But field agents have developed many functions besides those 
at first contemplated. They assist at the clinic examinations 
and afterwards instruct the parents at home as to the means 
of taking care of the children. The children they deal with 
particularly are those excluded from the schools on account 
of low mentality, and mentally defective truants. In many 
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eases the field agent obviates the necessity of institutional 
treatment. This effects, satisfactorily, a substantial saving 
for the state, as the per capita cost of institutional care is 
$336.42 as compared with $8.90 for supervision at home. This 
becomes of special importance in view of the fact that most 
of the cases referred to field agents are of low mental grade, 
so low that the parents would be obliged to send them away 
unless specially encouraged and instructed how to keep them 
at home. 

Children’s Courts, especially when provided with clinics, 
are indispensable to any program for mental defectives. They 
maintain an effective probation (parole) system, thus pro- 
viding the supervision which is vital in the care of mental 
defectives. ‘They are important distributing agents. In New 
York City one half the cases that come to these courts are 
eases of ‘‘improper guardianship’’, under which circum- 
stances the court is called upon to indicate proper surround- 
ings. Such surroundings are found in many private homes 
and, when there are vacancies, in the state institutions for 
mental defectives. In New York City alone there are 1,800 
known cases that should be in state institutions. Neither the 
Children’s Courts nor Special Classes are directly connected 
with the New York State Commission for Mental Defectives, 
but all work in harmony and should grow closer and closer 
together. 

It will be observed that all the stations so far mentioned 
as being situated along the Right Way are not permanent 
stopping places, but points through which the stream of de- 
fectives flows. In the Institutions for Mental Defectives the 
stream slows up inevitably and deposits a sediment, a perma- 
nent, unchanging population which remains in the institution 
till it dies. Formerly the reception and maintenance of this 
sediment was considered the chief, if not the sole, function 
of these institutions. They were custodial mainly, if not 
wholly, and one might almost have imagined over their por- 
tals the same legend that so overwhelmed Dante, when he set 
out on his famous trip underground. 

But to-day hope, even within these somber institutional 


1 Lasciate ogni speranza, voi che entrate. 
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walls, is not dead, for a certain proportion of the inmates can 
be brought to a better condition than that of institutional 
charges for the term of their natural lives. One-fifth of the 
population of the State School at Rome lives outside it. No 
one knows yet how large is the proportion that can be so 
trained as to be fit to lead some form of extra-institutional 
existence. Training and trial have demonstrated that defec- 
tives, even the low grades, can accomplish far more than any 
one ten years ago would have believed that they could. In- 
mates had always been relied upon to help out the operations 
of the institutions, in the garden, on the farm, in making 
clothes, in general housekeeping, etc. But there is more of 
this kind of labor available than an institution can utilize, and 
so have sprung up the two great systems of Parole and of 
Wage-earning Colonies, the latter the creation of Dr. Charles 
Bernstein of Rome. These are still in their infancy and are 
far from having obtained unqualified endorsement from 
those long accustomed to the old ways of doing things. 
The objections raised to an expansion of these systems refer 
chiefly to girls and are that girls on parole or in colonies 
are not well supervised and that, during the child-bearing 
period, they are apt to be led astray and to increase the 
problem of mental deficiency by giving birth to defective 
children. In the farm colonies for boys it has been objected 
that the boys are dirty and poorly dressed, and that they 
are not educated sufficiently. Some of these objections are 
sound in so far as they emphasize the necessity of having 
the two systems planned with great care and carried out 
only when all reasonable safeguards are provided. But it 
is entirely practical to take such precautions, and when they 
are taken, the parole system and wage-earning colonies are 
the means of getting some of the institutional. sediment into 
circulation again, thereby increasing the number of beds avail- 
able for applicants who, without the colony and parole sys- 
tem, would be forever denied the advantage of institutional 
training. No community will provide accommodations suffi- 
cient to maintain, all their lives through, all the defectives in 
it who would benefit by institutional training. The outlay 
thereby entailed would paralyze the hand of any disbursing 
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body. But it is not too much to believe that some day or 
other intelligent communities will see the advantage of main- 
taining an adequate number of beds, which no community 
maintains now, if a reasonable proportion of inmates occupy 
them, not their lives through, but only long enough to obtain 
that training by virtue of which they can, under supervision, 
be returned partly self-supporting to the community. By 
thus creating an outlet for fixed institutions, the thousands of 
defectives always waiting in the community will be offered 
the advantage of training and supervision. The state will 
thereby assume the parental responsibility it owes them, which 
at present it fulfils for so few. A rough guess might put it 
that the state should supervise three defectives for every one 
it fully maintains. 

Those interested in the details of colony and parole organi- 
zation and management are referred to the numerous articles 
and reports on these subjects. Here it is sufficient to say 
that one year’s training in the institution seems the minimum 
stay before an inmate can be considered for either departure. 
Even then, the candidates, especially girls, should be selected 
with care and be prepared for the new step. In the special 
parole training class at Syracuse, the girls are given a 
course in all branches of domestic science. Their interest 
is thereby aroused and, further than that, they are the more 
highly prized by the families to which they are paroled. The 
families maintain them and pay them wages; so, although still 
under the state supervision, they cease to be of any material 
expense to it. 

Since preparation for return to the community has become 
so important a function of all state institutions, the scholastic 
feature in the training given the children occupies a less im- 
portant place than it once did. The object of education and 
training is to put the inmate as much on his own as it is pos- 
sible for him to be, to remove him as far as possible from 
idleness and dependency, to prepare him for life as he is able 
to live it. The training, accordingly, must follow the lines of 
his special equipment as determined in the clinics and by sub- 
sequent observation. His chance to succeed is never along 
intellectual lines. For a defective to be able to compete in 
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the world of ideas would be a contradiction in terms. No 
system of education ever devised can bring that about. 

To turn back to our diagram again, it requires no expert 
in hydraulics to perceive what happens when the channels of 
the Right Way are blocked up or the stops are not provided. 
The stream is forced back into the Wrong Way. The Wrong 
Way might indeed be called the Worst Way. For while it is 
not denied that the criminal courts, the homes, and even the 
prisons, all with their ever-extending probation systems, ac- 
complish something for defectives, they are all in a valley 
too dark for the rays of the sun to touch it long. In that 
valley will never be found the absorption that must take place 
before our management of the problem of mental defect is on 
an intelligent basis. The Right Way has doubtless many 
wrong things about it, but these can be corrected with effort 
and time. Some one may say, for example, that the colony 
system is not sound because something unfortunate has 
happened in the case of some individual colonist. But such 


an objector might be asked what is happening to the thirty- 
two thousand defectives in the state of New York about 
whose lives we have no information at all. 


Mental Defectives of School Age in New York State and Means Provided for 
Their Care, Education and Training 


Estimated Number ss EERE Se ee 


Without Supervision ss STA ES 
Attending Special Classes 7,500 a 
Capacity of State Institutions 5,000 Si 


Supervised by Field Agents 500 g 


The above chart shows how little is being done at present 
even in the great state of New York. Approximately 70 per 
cent of defectives are under no supervision whatever; and 
yet New York is among the states that do most. 








LAZINESS IN SCHOOL CHILDREN * 


TRA 8. WILE, M.D. 
New York City 


LANCING through a report of a school committee, I was 
astonished to read that 538 children out of 8,496 children 
suffering from retardation (10.5 per cent of the elementary- 
school population of the city in question), were said to be re- 
tarded because of laziness. In other words, 61/3 per cent of 
the retardation in the schools of this particular city during 
the year 1910 was attributed to laziness. My feelings were 
somewhat assuaged in view of a statement in the same report 
that ‘‘long ago it was discovered that many pupils who were 
supposed to be naturally dull, inactive, or lazy were merely 
suffering from some physical defect which might have been 
removed or modified by the service of a competent physician 
or specialist’’. 

What did the school authorities mean by lazy? What is 
laziness? Commonly as the term is employed, there is a 
dearth of material concerning its nature, its causes, its symp- 
toms, and its treatment. I recognize that for some persons 
it is indeed an epithet, an expletive term to convey a sense of 
inferiority to an individual who fails to accomplish or to at- 
tempt to achieve what some one else desires or measures out 
for him. It is a stigma of uselessness—a verbal expression 
of the futility of living of the individual to whom it is applied. 

In its ordinary usage, it is for the most part improperly 
applied. If to be lazy is to fail to live up to one’s potentialities 
of accomplishment or activity, a large proportion of us might 
be so denominated. Too frequently it is employed to desig- 
nate a temporary state of being wherein a lack of desire for 
effort obtains—a state to which the term inertness might be 
‘more accurately applied. By many the term is confused with 
idleness or indolence or slothfulness or sluggishness, or in- 
deed mere inactivity. There is a much looseness in the use 
of many such common terms. 

At the risk of verbal confusion, but for purposes of ac- 


* Read before the Ward’s Island Psychiatrical Society, October 26, 1921. 
[68] 
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curacy, let us distinguish the essential differences among these 
synonyms. An idle person is one who does nothing useful, 
a lazy person is one who does nothing without great reluct- 
ance, while an indolent person is one who will do nothing or 
set about nothing. As Crabbe further differentiates them, the 
idler will not learn his lesson, but he is active in what pleases 
him; a lazy man has an aversion to physical action, but not 
always to mental action; while an indolent man fails in ac- 
tivity from a defect in both mind and body—he not only will 
not move, but he will not even think. These fine differences 
are rarely made; the term ‘‘lazy’’ is applied in the common 
dictionary sense of an indisposition to work and an aversion 
to action. The inert individual is not disposed to move, while 
the slothful never moves otherwise than slowly, and the lazy 
person moves with evident pain to himself. 

Holding to these distinctions, it is evident that inactivity, 
or the inhibition of a stimulus to action, may result from a 
large variety of causes, such as modesty, timidity, fear, ignor- 
ance, anger, grief, and the like. Inertness may arise from any 
over-indulgence in bodily action. Slothfulness and sluggish- 
ness are types of inactivity that may be due to some variation 
of function superinduced by a physical disorder of a character 
sufficiently chronic to establish an habitual type of movement 
or a psychical depression. Laziness involves, to some extent, 
a dependence upon volition. There is an averseness to setting 
the muscular machinery into action, as if there were an extra 
burden to be moved. 

Laziness, involving the aversion to physical action, varies 
greatly in origin, and in its more significant or chronic form 
may be determined by a fixed idea. In Medicine and Surgery, 
December, 1917, George Van Ness Dearborn discussed laziness 
in an editorial under the title The Most Prevalent Disease. 
He regards the chronic expression of physical laziness as a 
source of enjoyment, in pretense only or in reality—a state 
of being wherein the organism adjusts itself and finds charm 
in its idleness. In a humorous way, he calls the cause a para- 
site of the order of fixed ideas. The pathology he explains 
as ‘fa bad habit fixed in all parts of the active system’’. 
Strangely, he remarks that it seldom develops in normal per- 
sons before the age of twenty. 





70 MENTAL HYGIENE 


Accepting for the time being the point of view that laziness 
is a habit arising from variable degrees of inhibition in the 
muscular-mental mechanisms, one may ask were the 538 chil- 
dren retarded because they were lazy, or were some of them 
mentally sluggish and unable to keep pace with their fellow 
pupils, and others inherently indolent from defects in mind 
and body? If laziness is most properly applied to the aver- 
sion to physical action, to what extent does physical inactivity 
carry with it the necessary corollary of mental inactivity? 
All of which again brings us back to our original questions: 
What is laziness and who is lazy? 

It is generally conceded that life is dynamic. There is in- 
herent in all protoplasm irritability with a tendency to re- 
active movement. In the development of species, activity of 
the mind and of the body is apparently a biologic necessity. 
In a sense, a constitutional objection to exertion predicates 
some physiologic or psychologic deviation from function. As 
Dearborn notes in The Influence of Joy, ‘‘voluntary or per- 
sonal bodily action involves mental activity, just as the latter, 
for modern psychology, in a sense depends upon bodily func- 
tioning; namely, on that of the neuro-muscular parts which by 
any one of eight or ten media express the psychic intentions 
impressed’’. 

In the development of civilization, periods of activity have 
alternated with rest. Tremendous expenditures of energy 
have been followed by periods of inactivity. Primitive man 
was not essentially a worker. As Hall says, it is not dread 
of fatigue, but of the monotony of labor that makes primi- 
tive men hate labor. As phrased again by Hall: ‘*There 
appears to be an instinct of revolt against uniformity imposed 
from without which robs life of variety and extinguishes the 
spirit of adventure and untrammeled freedom, and makes the 
savage hard to break to the harness of civilization’’. I do not 
mean to suggest that true laziness in modern times is a rever- 
sion to a primitive desire for freedom from restraints imposed 
from without. The untutored savage did, moreover, respond 
to conditions that threatened his personal or familial exist- 
ence. His reluctance to move was overcome by the necessity 
of action for self-preservation, whether by reason of hunger, 


1 Boston: Little, Brown, and Company, 1916. 
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danger, or threat of punishment by the herd. It is possible 
that much of what to-day is termed ‘‘laziness’’ might be over- 
come in the face of sufficiently personal stimuli that endan- 
gered existence. 
, It is normal for man to desire happiness, though this desir 
“is frequently thwarted by a sense of inferiority that may con 
vert honest self-expression into pernicious self-repression. 
Philosophers may talk of the joy of work and represent idle- 
ness as the mother of all evil, but there are those to whom 
work is a punishment, a chastisement, a flagellation, and an 
insuperable obstacle to contentment. Too frequently idleness ° 
is regarded as intrinsically laziness, whereas it may be but 
the reflection of an incompetence, lack of opportunity, or the 
non-development of an adequate incentive to personal effort. 

In considering laziness as s Feported among the causes of 
truancy, we find data lacking to indicate to how great an ex- 
tent what passes for laziness in reality is a compound of a 
dislike for the repressions of school, a desire to go to work, 
an apathy resultant upon ineffectiveness, or the urge of com- 
panions to promised adventure and excitement. True or essen- 
tial laziness, as a habit based upon the inner nature of the 
child, I believe and shall try to indicate arises only in the 
indolent type of psychic constitutional inferiority. Psychic 
constitutional inferiority is well described by William Healy 
in The Individual Delinquent’ as manifested in ‘‘chronic ab- 
normal social and mental reactions to the ordinary conditions 
of life on the part of children who cannot be classified in any 
groups of the insanities, neuroses, or mental defectives’’. 
Children of this type are essentially egocentric. They are 
slothful, irritable, suggestible, and easily fatigued mentally. 
In addition to their weakness of will, they often show somatic 
stigmata of degeneracy. This represents a type of individual 
whose physical and mental activity is based upon an organic 
inferiority, but it certainly includes only a negligible per- 
centage of those to whom educational authorities are so wont 
to apply the term ‘‘lazy’’. 

It is obvious that the foregoing definition does not concern 
itself with causality, but is merely descriptive of a group the 
origin of whose peculiarities may be inherent in some neuro- 


1 Boston: Little, Brown, and Company, 1915. 
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musceulo-glandular deficiency. One recognizes certain simi- 
larities in the weak will, suggestibility, irritability, and ready 
fatigability of this class, with its evidences of racial de- 
terioration, and certain forms of exhaustion. As Crile re- 
marks in A Physical Interpretation of Shock, Exhaustion, and 
Restoration’: ‘‘Exhaustion may be produced by want of food, 
drink, or oxygen; by exposure to cold or wet; by want of 
sleep; by a period of excessive muscular or mental work; by 
a prolonged emotional strain—worry or anxiety; by defense 
against chronic infection; and by a failure to eliminate waste 
products’’. Sufficient studies and investigations have not 
been made to determine in how far laziness may represent 
some exhaustive process that has undermined vitality and 
_ self-respect. 

Groszmahn points out in The Exceptional Child* that 
‘laziness is often a symptom of anemia or of neurasthenia 
or of vasomotor disturbances; or it may be caused by mal- 
nutrition, over-exertion at home, lack of sleep, or lack of venti- 
lation in the child’s chamber’’. 

In an endeavor to focus attention upon the condition under- 
lying what is so popularly miscalled ‘‘laziness’’, it appears to 
me that one must recognize a number of factors, any one of 
which may be responsible, although as a rule there is a com- 
bination of them active in causation. One must recognize 
intellectual weakness, emotional instability, and volitional in- 
difference. These three factors may be developed, modified, 
or determined by impaired sensation, glandular dyscrasia, 
and nutritional inadequacy. There might be many multi- 
plications of causal elements, but these six will suffice for the 
purpose of indicating my belief that most ‘‘laziness’’ is the 
symptomatic evidence of organic disease or a functional in- 
capacity arising from physical or psychological causes that 
determine volitional decisions for inaction as a defense 
mechanism. + 

The manner in which this occurs will be further developed 
in connection with special instances of the dominance of one or 
the other factors. In fairness, in discussing intellectual weak- 
ness, all cases of actual defect should be disregarded. It is 


1 Oxford University Press, 1921. 
2New York: Charles Scribner’s Sons, 1917. 
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apparent that border-line states, dull-normal individuals, and 
children placed in grades beyond their intellectual capacity 
necessarily suffer in competition. It is understandable that 
after an absence due to illness, for example, it becomes im- 
possible for them to grasp the lessons, and under conditions 
of easy fatigability, plus the sense of a useless struggle, they 
succumb to a method of inactivity that subjects them to the 
least strain. Hope of catching up becomes transformed into , 
hopelessness, hopelessness into indifference, indifference int 
apathy—into accepted inactivity. The teacher, recognizing 
the lack of effort, upbraids the child for laziness. Thus the 
chain culminates in a desire to escape pain through accepting 
inferiority as an absolute rather than a relative characteristic. 

In another type one may find an average capability in most 
school subjects, together with a peculiar disability in some 
single subject, as arithmetic or writing, which serves as a con- 
stent drag. The particular incapacity, with its repeated im- 
pact of failure upon the mind, develops a sense of the futility 
of effort which in turn may dominate other fields of mental 
activity. That neither of these types is intrinsically lazy or 
indisposed to action may be evident in their enjoyment of base- 
ball, dancing, or games outside of school. The émotional re- 
action to the school and its environment clouds the picture of 
existent energy and falsely condemns the child to the oppro- 
brium of laziness. These represent two types to whom might 
be applied Cowper’s expression ‘‘indolent vacuity of 
thought’’. 

The consideration of school records of retardation reveals 
a definite part that is played by faulty home conditions, in- 
cidental physical defects, frequent change of schools, diffi- 
culties with the English language, irregular attendance, and 
late entrance to school, as well as retarded mental develop- 
ment, delinquency, and the condition reported as ‘‘laziness’’. 
Terman mentions these various explanations of laggards in 
connection with the study of records of a Salt Lake City 
school. He found, however, that mental tests revealed an 
average mental retardation of three years. According to his 
findings,’ ‘‘some 10 per cent of the school children of per- 


1 The Intelligence of Schoot Children. Boston: Houghton Mifflin Company, 
1919. p. 116. 
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fectly normal appearance have a grade of intelligence which 
is about halfway between that of the moron and of the average 
normal child’’. For these reasons he would place inherent 
mental weakness as the greatest conditioning factor for much 
that is regarded as ‘‘laziness’’. 
X. If mental dullness be inherent, then there may be school 
failure despite adequate motivation, the awakening of in- 
terest, and a certain degree of application. Certainly, with 
existent school methods, it would be difficult to appeal to the 
desire for the enjoyment of success through increased efforts 
to overcome obstacles, when the inherent mental potentials are 
lacking. 

The emotional phases of mental activity are exceedingly 
varied. It is obvious that emotional instabilities, so common 
in the adolescent period, provide a dangerous basis for emo- 
tional inactivity. The susceptibility to easily wounded feel- 
ings, the sharp reactions against ridicule and unreasoning 
censure offer unusual discouragements. The continuance of 
emotional revolt tends to lessen the sense of shame over 
failure to achieve conventional standards, and as the child 
becomes accustomed to rigid criticisms, there is a definite de- 

_~ crease in his self-respect. Once children become insensitive 
\, to the enjoyment of being respected by others and fail to seek 
and desire the good opinion of others, a vital emotion is 
destroyed or its place is taken by one of lower driving value. 

The lack of balance between self-assertion and self-abase- 
ment assuredly is increased by the loss of motivation that 

\ arises from a sense of self-respect. If to this loss be added 
unashamedness, the weak-willed are greatly handicapped for 
sustained performance. 

Mental hygiene would suggest the importance of weakening 
undesirable emotions through the stimulation of newer and 
larger interests, new friends, plays, places, and the stimula- 
tion of pleasurable emotions under normal direction; but such 
individualized attention is difficult to obtain in school sys- 
tems. Strong emotions can be controlled only with the greatest 
effort to establish an intense libido with a correspondingly 
heightened affective urge. 

Since with the emotional condition there are concomitant 
visceral relations that may present physical symptoms, the 
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emotional state becomes more physically fixed in its quan- 
titative and qualitative character. It is important to bear in 
mind that physical reactions participate in the expression of 
emotions, and, in turn, may be reflective of them. Hence it 
is necessary to appreciate the psychical states whose influence 
passes into muscular, vasomotor, glandular, and neural re- 
actions, as well as to understand the influence of visceral re- 
actions in the causation of emotional conditions. 

. The part that an emotion plays in the creation of an ill will 
toward one’s home or one’s environment depends upon the 
quantitative character of the emotion as well as upon its 
quality. The sharpness of an emotional response helps to 
determine the degree of indifference to all impressions which 
are outweighed by more fundamental and aggressive ego- 
centric reactions. It is recognized that physical sluggishness 
is frequently an evidence of mental disorder. This apathetic 
state may be manifested in a mere lack of interest in surround> 
ings, in a decreased desire for application in industry, or in a 
diminished interest in familial welfare. Finally an actual de- 
pression may develop. Undeniably, emotional activity is ac- 
companied by constant variations in health, but the period of 
duration of such activity is limited and is followed by more or 
less restoration to a plane of balance. The phenomenon of 
irregularities in quantity and quality of emotions charac- 
terizes the unstable period of adolescence. Prolonged altera- 
tion of emotions, however, and continued failure to react 
normally to stimuli would be more characteristic of a psychic 
constitutional inferiority. Hence, all emotions that tend to 
engender the ill will of individuals and lead to asocial or 
antisocial trends are particularly undesirable. Affective 
trends block the impulse to effort because of their weakness 
or their strength, depending upon the nature of the com- 
plexes to which they belong. 

The mere objection to physical labor does not of itself con- 
stitute laziness. There are emotional reactions of a con- 
tinuous character that, far from representing weakness of 
emotion, result in forms of activity not essentially laborious 
in character in so far as physical application is concerned. 
This is well represented in such fields of useful service as 
result from the emotional outpourings of artists, philosophers, 
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dreamers, and musicians, whose early life not infrequently 
reflects an indisposition to physical activity. A failure to 
dwell in the real, though conventional, living world and a ten- 
dency to establish a dream world for self-satisfaction may 
result in a mental preoccupation that precludes the direction 
of attention, save under the greatest urge, to the formalized 
work that has been established as of benefit to the community, 
but is not necessarily properly adapted to each and every in- 
dividual. The phantasy may in itself be the cause of an in- 
activity that leads to the type of behavior so often resulting 
in the stigmatizing of children as dreamers, dawdlers, put- 
terers, or slackers. Herein the emotional state merits more 
thorough investigation and sympathy rather than the driving, 
forcing, cajoling, or abusing that is utilized in an pea. to 
secure a desired effort. 

Inactivity or sluggishness or laziness, even when it is ac- 
companied by apparent good health, is not to be met by scold- 
ing, sarcasm, verbal abuse, or constant propulsion by argu- 
ments as to the worth of industry; the driven child is more 
likely to be seized by a distaste for work than is the child 
whose inspired or spontaneous interests impel him to activity. 
The rational course is to offer an external stimulus that will 
tend to create an inner urge. The personal impetus, self- 
derived, arises from the stimulation of such primitive instincts 
as curiosity, pugnacity, and the like. There is little question 
but that the undue stress placed upon precepts as to the value 
of work is counteracted by the obvious acclaim which the 
community so frequently yields to those who do the least 
physical labor. Children often are aware of this distinction 
and desire to ally themselves with the honored group, who 
labor least, rather than with the group whose apparently more 
arduous efforts are attended with comparatively less com- 
munity recognition. 

Normal children in abundant health and vigor possess tre- 
mendous reservoirs of energy for which they seek outlet. A 
damming back of activity in children of this type results in 
an unnatural sluggishness, inertness, or apathy that at once 
calls for medical investigations. Such sluggishness or apathy 
often represents the onset of some one of a number of con- 
tagious diseases whose first symptoms are expressed in altered 
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behavior. The persistence, however, of these same symptoms 
too frequently results merely in an indifferent and acquiescent 
recognition of their unfortunate character, and the term 
_‘‘laziness’’ is accepted as an adequate explanation of them. 
The use of this term under such circumstances is a verbal 
denomination of a condition that is not understood, and indi- 
cates merely a failure to comprehend the nature and trends 
of the child’s mind. 

Certainly habitual apathy or constant indifference calls for 
investigation. One may say that the remedy lies in the estab- 
lishment of habits of industry. This is of course true, but it 
is more difficult to achieve than it sounds. It is too often for- 
gotten that the energy outlet must be into channels that pos- 
sess some real significance to and for the child. The con- 
ventional studies, manual work, or occupational direction that 
our schools provide may be just as ineffective as the limited 
opportunities afforded in the home, in so far as any particular 
child is concerned. There has been too much domination by 
the adult point of view and a corresponding failure to interpret 
life’s activities in terms of children’s needs and natures. 
There is greater advantage in the doing of anything than 
in the doing of nothing. The habit of activity is paramount 
in the development of personality, and from the educational 
point of view the medium through which it is attained is 
relatively inconsequential. The superior assumptions of 
adults all too frequently run counter to the natural impulses 
of childhood. A child’s education in activity is not to be re- 
garded as purely disciplinary, a mere effort to keep him 
busy. His individuality merits recognition and his specific 
instinctive or acquired interests are not to be constantly 
thwarted, regarded as puerile, and, therefore, foolish or wholly 
undesirable and ineffective. The danger of the more or less 
constant blocking of normal/i impulses to energetic expression 
is not fully appreciated. Inherent interests demand cultiva- 
tion for the purpose of encouraging the continued volitional 
direction of conduct along useful lines for the development 
of the personality in its relation to the herd. 

Volitional indifference or volitional disinclination results 
in a partial paralysis of the will for definite types of action. 
Even delusional disturbances of volition may cause such ab- 
normal behavior as is termed ‘‘laziness’’. 
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One recognizes that the will ‘‘is the whole mind in action’’. 
It is the doing phase of ideation and motivation. The diffi- 
culty of interpreting actions is due to the unpredictability of 
the associations and emotions aroused by any particular 
stimulation. Volitional response for activity is motivated by 
clusters of ideas and ideals with their emotional fringes, and 
these are particularized for each individual. One can recog- 
nize the difference between volitional tendencies that result 
from similar stimuli under conditions that are varied only 
by the presence of toothache at one time and its absence at 
another. The most important influence in voluntary action is 
the entire life history of the individual, with all his develop- 
ing trends and attitudes. This in itself is a measure of the 
difficulty of discussing the problem of volitional indifference. 

The idiomotor phase of volition, admittedly, closely corre- 
lates with emotional states, particularly after the evolution 
of sentiments. The fixity of reactions produces a reasonable 
degree of dependability in action. But conflicts of ideas may 
introduce an element of uncertainty that leads to a distinct 
unreliability, because the dominating associations of the time 
will in all probability determine which consequences are per- 
sonally the most satisfying and therefore to be selected. Re- 
gardless of the complete integrations, active effort may be 
inhibited by powerful particularized groups of associations in 
the foreconscious mind that have taken on inhibiting feeling- 
tones by reason of educational experiences that thwart the 
emergence of helpful unconscious instinctive action. 

In the process of socialization of individualistic tendencies, 
inhibitions are of major importance. A prominent basis of 
inhibition is fear. The interpretation of what is to be feared 
naturally depends upon a life experience, with all its asso- 
ciated memories and inherited trends. It is possible, there- 
fore, to recognize the highly suggestible individual whose will 
accepts almost every suggestion as part of itself, and there- 
fore as compelling; and on the other hand to understand the 
mind that is so distraught with obstructive conflicts as to be 
ineapable of decision or completely unable to act. Thus one 
frequently recognizes the child who would like to, but cannot; 
who says he is trying, but doesn’t seem to be able to get any- 
thing done. Voluntary action is the result of two forees— 
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one tending toward expression and the other tending toward 
inhibition. 

It has been stated that a voluntary act requires (1) an idea 
of the thing to be attained, (2) a desire for its attainment, 
(3) a belief in the possibilities of its realization, (4) a memory 
of similar action in the past, (5) and a sense of comfort or 
relief with the accompanying strain toward the establishment 
of the desired end. Accepting these for the time being, one 
perceives the manifold possibilities of interference with a 
voluntary act directed toward activity. Any one of these five 
conditioning elements may be lacking. How frequently does 
a child say: ‘‘ What’s the use?’’ ‘‘What good will it do me?’’ 
**T don’t see where it’s going to help me.’’ ‘‘I don’t think it’s 
worth while.’’ How frequently does the child remember its 
previous failure in effort directed toward the same direction! 
How often is there realization of an inability to bring things 
to pass! Around each of these is a cluster of associations in- 
volving emotional reactions that are of a powerful, obstruc- 
tive, or impelling character. This is merely another way- of 
stating the need of cognitive, affective, and conative elements 
in the release of energy. 

Patently there is an implied judgment in volitional action 
unless one accepts a psychological theory that fetters the 
freedom of the will. If all action is compounded merely of 
impulses arising through the sympathetic and parasympa- 
thetic systems, the problem of laziness becomes almost in- 
superable. If laziness is construed as a voluntary action, it 
is based upon a weakness in judgment as measured in terms 
of conventional opinion. Thus there is evident a clash be- 
tween the egocentric and the herd instincts. If there be a 
relative muscular inactivity, despite a moderate degree of 
desire, the volition may be partially predetermined by in- 
hibitory emotional complexes, fear, dr defective nutrition. 
Desire in itself does not guarantee activity; for example, a 
sense of hopelessness may inhibit all action, as may grief, 
anger, and similar emotional states. If one interprets desire 
as the consciousness of an emotional state, then will is deter- 
mined by emotions. This is, however, contradicted by the 
frequent willingness to function against the temporary 
emotional urge. Conscious maladjustments, as well as those 
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born of subconscious trends, are potent elements in prejudic- 
ing judgments when experience is limited. Loves, hatreds, 
and the like that develop from unpleasant home settings in- 
fluence and condition willingness to act. 

The habit of inactivity tends to decrease potential power 
and dries up the wellsprings of human action. Repeated ac- 
tion itself tends to diminish fatigability of the mind and body, 
whereas disuse of bodily functions increases fatigability. 

With our present-day ethical concepts, we appreciate the 
importance of a will self-controlled, self-directed, and strongly 
motivated by the ideas of social usefulness. Efforts to 
counteract volitional indifference must carry with them the 
idea of making an agreeable impress upon the individual for 
the furtherance of his individual expression in terms of per- 
sonal and social advantage. 

One readily grasps how repeated failure may condition 
habitual inactivity. The bursting asunder of the volitional 
restraints that lead to inactivity depends upon increasing and 
deepening the number of association patterns of success with 
their emotional tracery, particularly during childhood, the 
period of greatest plasticity. Failure to accomplish this re- 
sults in the persistence of the puerile attitude and the con- 
tinuance of the fixed negative trends of this period until such 
time as more effective motivation may overcome the 
inhibitions. 

By some, laziness might be interpreted as an exhibition of a 
return to infantilism. It is not Narcissism, nor does it appear 
to be a detachment of a pleasurable state as a determined 
end. Neither does it involve the idea of a vegetative existence 
as the end and aim of life. 

Postulating intellectual weakness, emotional instability, yes 
volitional indifference as the primary conditioning factors of 
what too frequently is termed ‘‘laziness’’, one may suggest 
that there are involved in all of these certain substrata of a 
determining character. Among these I would enumerate three 
as of especial importance—imperfect sensation, nutritional 
inadequacy, and glandular dysfunction. 

rom the medical point of view, it suffices merely to point 
ut the psychological consequences of imperfect sensation. It 
is immaterial whether the underlying causes are central, 
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mediate, or péfipheral. Whatever interferes with the fullest 

development of sensation must influence the ideational and 

emotional life, and thus, by hampering cognition and affect, 
directly influence conduct ,as manifested through volitional 
action. Without going into detail, I may call attention to the 
interferences with the normal development of personality that 
result from uncorrected myopia or deafness. It requires no 
prolonged discussion to emphasize the tendencies to inactivity 
that may result from interferences with kinesthetic function. 
The limitations of muscular sensation resultant upon injuries, 
defective structure, muscular unbalance, and a recognition of 
their consequences are partially responsible for the increased 
interest in vocational rehabilitation. 

Even moderate disabilities of speech not conditioned by 
psychic disorders may result in inhibitions of serious moment. 
A slight degree of hydrocephalus, a birth palsy, and countless 

Other disease states that interfere with the freedom of the 


——~ channels of sensation have powerful effects in developing 





attitudes and trends that create a volitional indifference based 
upon intellectual weakness or emotional instability. 

The term ‘‘nutritional inadequacy’’ I am using in a broad 
sense. It includes fatigue states, conditions of bodily sub- 
oxidation, vitamine deficiencies, the results of infections, and 
parasitic invasions. One recognizes the preventable fatigue 
states, partially delusional in character, that are born of a too 
keen consciousness of defects that literally make their pos- 
sessors tired. Somewhat similar are states of inactivity 
superinduced by the constant direction that rest is necessary 
and the acceptance of the inactivity as a protective mechanism. 

Under the head of suboxidation I am including, for example, 
a variety of conditions, some of which, technically, may be 
said to be classified improperly. Herein I am including mal- 
nutrition, whether due to undereating, overeating, or to such 
constitutional diseases as diabetes mellitus and various forms 
of chronic intoxications, either by foods-or other deleterious 
substances. 

The vitamine deficiencies are certainly potent factors in 
scurvy, pellagra, rachitic manifestations, and other conditions 
in which activity is distinctly limited. 

The infections embrace all the communicable diseases, but 
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for the most part, in the more common types, their primary 
effects are based upon their sequele, especially those involving 
the nervous system, the heart, and the kidneys. Tuberculosis 
and syphilis are of great significance in this category, with 
far greater stress upon the former, because of its more wide- 
spread nature during the juvenile period of life. 

Under the head of parasitism, uncineriasis and vermes, in 
general, form the essential conditioning elements for reduced 
activity. 

The subject of endocrinology, with its high degree of in- 
definiteness at the present time, merits consideration in view 
of the undoubtedly important part that the ductless glands 
play in the development of the body, anatomically, physio- 
logically, and psychologically. The tremendous influence exer- 
cised during adolescence by glandular readjustments cannot 
be rejected. The effect upon personality that arises from 
dysfunction of the thyroid and pituitary glands deserves 
especial thought in connection with sluggishness and in- 
activity as well as in conditions of hyper-excitability. The 
importance of the secretions of the adrenal glands and of the 
gonads makes it necessary that they be included among the 
factors that enter into the conduct of the allegedly lazy. 

In my estimation it is wrong to castigate individuals for 
truancy or for being laggards, and to denounce them as hope- 
lessly lazy, without a thorough investigation into the under- 
lying reasons, which may be found in organic diseases or 
functional incapacity. There is too great freedom in the use 
of the terms lazy, loafer, sloucher, slacker, truant, dawdler, 
and the like as words of finality. These terms in themselves, 
as characterizations, are to be regarded as indicative of symp- 
toms or manifestations of disorder. As such they demand 
and deserve a thorough physical, psychological, educational, 
and social study, with a utilization of all the methods that thus 
far have proven themselves of value. When, and only when, 
no other definite etiology for the conduct disorder can be deter- 
mined, one is justified in regarding the laziness as basically 
an evidence of psychic constitutional inferiority. 
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T HE great question in psychology to-day is that of organi- 

zation. This is the question equally in our investigations 
of attention, memory, imagination, perception, and conception. 
How do the vague things in consciousness become clarified by 
being split up into parts, and how is experience, with its mani- 
fold differentiations, after all, agglutinated and organized as 
one experience? In a) word, how does it come about that ex- 
perience covers and fills in gaps in itself? 

A large amount of mental organization comes through re- 
producing the copy that one gets from one’s social environ- 
ment. Social heredity is a powerful factor in the organization 
of the mind. Of course the organization has to come to the 
mind, as to all organic beings, from within. Imitation is an 
instinct that sets the psycho-physical being into action and 
brings to it a wealth of mental organization without conscious 
seeking. But with all the recent exploitation of imitation, we 
see that it can constitute the explanation of the similarities of 
organization alone in the ontogenetic development of beings 
of a given order. For the variations by which real progress 
comes to human society, we must clearly have some other 
explanation. There are many reasons for believing that 
mental variation is more significant in human evolution and 
development than is physical variation in either the plant or 
the animal kingdom. And since so little is known about the 
method of mental variation, while relatively so much is being 
learned of plant and animal phylogenetic variation, the ques- 
tion arises: Can we not learn some valuable truths in the 
field of psychology by applying the method of the biologist in 
our study of mental variations? 

For the production of valuable strains of plants and ani- 
mals, breeders in both lines, since the days when Bakewell 


produced his striking results in sheep and cattle, have very 
[83] 
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generally practiced the selection of individuals that best 
realize their ideals and the breeding of these together. If 
this procedure be continued for many generations, the same 
ideal being kept constantly in mind, a marked alteration of 
type is produced. In both lines hybridization has also been 
used very extensively to secure a combination of desirable 
qualities not found in the same species or variety. This cross- 
ing of varieties has been used even more extensively in recent 
times for the production of new varieties, especially in plants. 
By this method have been produced the seedless orange, the 
seedless plum, the hardy English walnut, the hardy sweet 
orange, and many other very remarkable results. Studies in 
heredity show a comparatively close approximation to Men- 
del’s law. It can be quite definitely foretold in what propor- 
tions the two sets of factors crossed will present themselves 
in the first and in each successive generation. Nilsson has 
further shown that there are in any given so-called variety a 
large number of varieties which, if carefully selected out and 
bred in complete isolation each from the others, will breed 
remarkably true; and that they even go somewhat further 
apart. For the practical purposes, therefore, for which his 
station at Svalof was founded, this is found to be a much more 
expeditious method of getting better varieties fixed than the 
older procedure of selecting the best of a given variety for 
many generations. But herein Nilsson is doing with plants 
as nearly as possible what Bakewell did with animals. Bake- 
well saw his ideal and selected constantly the best approxima- 
tions to it. Nilsson, with his experienced eye, can see the 
characteristics standing apart in his peas, let us say, and he 
simply selects individual plants showing the pure type and 
finds that they breed true very generally. But with all the 
care of either, it is found that there is a tendency toward the 
comparatively rare production of sports, and that when these 
come, they come suddenly. These are the mutants of Hugo 
DeVries. Now—though this is by no means proved—it seems 
that crossbreeding has the effect of producing a decided un- 
settling of the organization of the hereditary elements in both 
the parent cells, and so is especially fruitful in variations. 

So it is, I believe, in the history of science. The impact of 
ideas upon one another, differing, but not too widely, is pro- 
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ductive of fruitful variations in thought. They jar and jostle 
one another, and thus bring out in thought what we may aptly 
compare to DeVries’ mutants—new mental organizations, in- 
ventions, or theories. I wish to make it very clear that I do 
not mean by this word organization simply the synthesis or 
agglutination of the elements of experience—the aggregation 
of sensory elements into percepts and concepts. Even writers 
on logic are many of them now very emphatic in their state- 
ments that there are no thought processes which are purely 
analytic or purely synthetic. Bosanquet uses the illustration 
of thinking out the mechanism of a watch. When getting hold 
of the parts, one is always seeing them in their relations as 
parts of the whole, and the meaning of the whole can be 
grasped only by seeing the various parts working together.’ 
It is certainly a matter of common agreement among psychol- 
ogists that analysis and synthesis proceed together and that 
both of them are necessarily implicated in every case of 
thought consciousness. It is only in a circumscribed, and 
therefore falsified, introspection that we seem to find thought 
proceeding, purely analytically, or purely synthetically. 
Thinking may be compared to the finding of the path in a 
strange wood; and this we see as both the learning of specific 
landmarks and the securing of a comprehensive visual and 
kinesthetic plan of the district. Knowledge of the topography 
of the region becomes enriched by a constant addition of de- 
tail of descriptive information, an essential part of the 
describability of which is always found to consist of its rela- 
tionships or its organization. 

A simple concrete case will make this even more apparent. 
There is a common parlor puzzle game in which two strings 
are tied around the wrists of two persons, the strings them- 
selves being crossed. Each person has his hands tied together 
by a string, and this string is inside the circle of arms, body, 
and string of the other person. The problem for the persons 
in question is to get themselves apart without breaking the 
strings or slipping the tied strings over their hands. It is a 
simple mechanical puzzle. The solution consists in taking 
the middle of either string through either of the tied loops 


1 Bosanquet’s Logic, I. p. 102. 
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of the other string and around the hand beyond. It is a very 
simple succession of positions, and when once done and seen 
in its entirety, it can be easily grasped in a single visual image 
enriched with kinesthetic data. The visual image here is the 
plan or scheme that hangs the data together. What it is, is 
shown by the contrast between this state of mind, when we 
have done it and know how we did it, and that state, when 
we had done it by accident and could not find out how we did 
it. In this case of accidental performance, we lack both 
synthetic and analytic factors of the more complete experience, 
but the striking lack is of what we call a plan of the procedure. 

When Agassiz was at work in Paris on a particularly baffling 
fragment of fossil fish, he dreamed one night that he saw the 
completed form. On waking, he could not get it. Further, on 
going next day to the specimen in the Jardin des Plantes, he 
could not get it. Next night he had the same vision, but it 
eluded his waking consciousness. The third night he deter- 
miued to catch it, and so laid pencil and paper on a table 
beside his bed. The vision came again and, still half dream- 
ing, he sketched it in the dark. In the light of the morning 
he was much surprised at many details of the rough sketch. 
He thought they could not possibly be true of the specimen. 
But on repairing to the specimen and chiseling away the rock 
in places where the sketch showed parts he had not seen, he 
actually found the parts as in his dream sketch. This is re- 
lated here to show again how the prefiguring of the imagina- 
tion brings in data and builds the plan upon which they are 
organized. 

The same sort of prefiguring schematizing was at work 
when Copernicus thought out his heliocentric system, Newton 
his gravitation hypothesis, Schwann his cell theory, and Dar- 
win his origin of species. These theories are typical of all 
the advances in science. They are cases of fruitful variations 
in human thinking. Our thesis is that they and many other 
such variations are the products of a shaking up of the 
schema or theories possessing the mind by the impact of other 
ideas upon them in some such manner as are the hereditary 
elements in the ovum and sperm cell in the processes of fer- 
tilization succeeding the moment of impact of one upon the 
other. In the limits here prescribed it will be possible to in- 
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stance only a few cases of such variations in thinking caused 
by the impact of ideas, and then to dwell for a few moments 
on the mechanism of variation in mental development. 

In his lucid account of his own mental history, we find 
Charles Darwin, the rather careless son of an English physi- 
cian, discovering a little interest in geology from a few field 
excursions with Sedgwick, getting a berth on the Beagle, and 
taking with him Lyell’s then new Principles of Geology, with 
the warning from Henslow not to adopt its theory. With the 
uniformitarian theory of Lyell in his mind, Darwin was 
greatly impressed (1) by discovering in the Pampean forma- 
tion great fossil animals with armor like that on armadillos; 
(2) by the manner in which closely allied animals are found 
to replace one another as one proceeds southwards over the 
continent; and (3) by the South American character of most 
of the productions of the Galapagos Archipelago, and more 
especially by the manner in which they differ slightly on each 
island of the group, none of the islands appearing to be 
very ancient in a geological sense. These facts confront- 
ing Lyell’s theory in his mind, there remained for him 
no alternative interpretation of the facts but a theory of the 
gradual modification of the species. And as his mind dwelt 
upon the great biological problem, there seemed to him every 
reason to expect an explanation of this gradual modification 
of existing forms through the selection of variations. This 
turned him to a careful study of selection by breeders of 
animals and plants. He naively remarked his surprise in 
later years when he read the lists of books and periodicals 
that he abstracted in a few years after returning to England. 

Then comes the most remarkable case of crossbreeding in 
Darwin’s mental history. He says: ‘‘In October 1838, that 
is fifteen months after I had begun my systematic inquiry, I 
happened to read for amusement Malthus On Population, 
and being well prepared to appreciate the struggle for exist- 
ence which everywhere goes on from long-continued observa- 
tion of the habits of animals and plants, it at once struck me 
that under these circumstances favorable variations would 
tend to be preserved, and unfavorable ones to be destroyed. 


1 Life and Letters of Charles Darwin. By Francis Darwin. New York: 
D. Appleton and Company, 1888. Vol. I, p. 67. 
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The result of this would be the formation of a new species. 
Here then I had at last got a theory by which to work.’” 

In the same way when, in 1774, Priestley’s discovery of 
‘‘dephlogisticated air’? was announced in Paris, it came to 
the mind of Lavoisier as at once a shock and a reorganizer 
of his theories. He had carefully worked over the results of 
Black, Cavendish, and Priestley, confirming their facts, but 
skeptical of their theories. So his mind was charged with a 
mass of ideas ready for fructification or organization. And 
Priestley’s discovery was the necessary fertilizing principle. 
His theory, which conceived of the dephlogisticated air as the 
‘‘universal acidifying principle’ and named it oxygen, was to 
chemistry very much what Copernicus’ heliocentric theory 
had been to astronomy. 

Again, in 1597 we find William Harvey, a Cambridge 
graduate, going to Padua to get a medical education. Padua, 
although largely under the domination of the antiquated 
anatomical notions of Galen, had had, however, in her line of 
teachers the great medical discoverers. Sylvius had dis- 
covered the valves of the veins, and Fabricius, who was teach- 
ing in Harvey’s day, had further described them. Vesalius 
had discovered that the septum between the right and left 
ventricles of the heart was complete. And Servetus had made 
out the pulmonary or lesser circulation in that he proved the 
passage of the blood from the pulmonary artery to the pul- 
monary vein. At Padua clearly was the fountainhead of 
medical knowledge of that time. But it was still taught that 
veins and arteries had the same function, that the sluggish 
movement of the blood was caused by the heart sucking it 
back. The impact of the facts above related as Paduan dis- 
coveries, however, upon the mind of the young Britisher im- 
mediately set him upon an investigation of the effect of tying 
ligatures upon the veins and arteries of dogs. The facts dis- 
covered by Sylvius, Vesalius, Servetus, and Fabricius fruc- 
tified into a theory in his mind, and the investigations upon 
which the theory set him confirmed the theory. 

In 1836, we find Louis Agassiz, the brilliant young classifier 
of fossil fishes, expressing doubt as to the probability of the 


iLife and Letters of Charles Darwin, p. 68. 
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theory of the action of Alpine glaciers as an explanation of 
the erratic boulders even on the slopes of the Jura. Where- 
upon his friend Charpentier, the author of the theory, invited 
him to come to his home in the Rhone valley at Bex and see 
the facts for himself. That summer Agassiz saw glaciers in 
action at Bex and at Chamonix, and was not only satisfied 
with Charpentier’s theory, but thought the glacier action was 
responsible for much wider geological phenomena than it had 
been so far used to explain. In the summer of 1837, he un- 
folded a glacial theory of cosmic import in his presidential 
address before the Helvetic Association at Neuchatel. Char- 
pentier’s theory fertilized the mind of the paleontologist. 

In 1844, we find Pasteur, a boy of twenty-two, walking in the 
gardens of the Luxembourg one Sunday afternoon, pouring 
into the ears of his close friend, Chappuis, the wonderful 
problem of the paratartrate or racemate which had been acci- 
dentally made at a tartrate factory at Thann in 1820, and 
which no one had since succeeded in making. The problem 
was this: Mitscherlich,.a Berlin chemist, had found that while 
solutions of tartrates rotated the plane of polarized light to 
the right, this paratartrate or racemate was inactive toward 
polarized light, though they both seemed of exactly the same 
molecular and crystalline structure. These similarities, Pas- 
teur felt, could not be as they seemed, with such a striking 
difference in the behavior of the solutions toward polarized 
light. This sharpened his observation so that one day he 
discovered, among the crystals of the inactive solution of the 
paratartrate, two kinds of faces. Upon carefully separating 
these and dissolving them separately, he found that one solu- 
tion rotated the plane of polarized light to the right, as did 
the true tartrate, and the other solution rotated the plane of 
such light to the left. This he called levo-tartaric acid. The 
two mixed together again produced an inactive solution like 
the original paratartrate. 

In these instances—and many others that will have occurred 
to every one—it is apparent that the fertilizing idea does not 
always come from another mind. The origin of dialectic is 
social. The mind of a man sharpeneth that of his friend as 
iron sharpeneth iron! But nothing is more patent in the his- 
tory of mental development than that the dialectic process 
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takes place in some measure in the individual mind. As Dewey 
puts it: ‘‘No process is more recurrent in history than the 
transfer of operations first carried on between different per- 
sons into the arena of the individual’s own consciousness. 
The person becomes a miniature social assemblage.’’* 
Granting, then, that the impinging idea may come either 
from another mind by speech or writing, or from sen- 
sory experience, or may be reproduced by memory processes 
at the time of impact, the fact of impact stands out as the 
significant factor in mental creation. It is the ‘‘shocked’’ 
consciousness that is productive of mental variations, as it is 
the hybridizing in animal and plant breeding that brings out 
the greatest numbers of variations. 

This is what Professor Royce means by ‘‘the social con- 
trast effect’’, by ‘‘ putting the individual on his mettle’’, and 
by calling attention to the ‘‘restlessness’’ of the inventive age 
and of the inventive individual.* It is an upsetting of present 
mental equilibrium that is the necessary preliminary, and that 
also constitutes the demand for an adjustment on a higher 
level. 

The psychology of this shock effect of impinging ideas and 
the resulting mental variations can be best comprehended 
under the concept of problem consciousness. Granting that 
the shock produces the problem consciousness, we may very 
briefly inquire what it is and how it works. It may be defined 
as an awareness of something that is felt to be a possible 
organization of ideas and functions which the subject is as 
yet unable to bring clearly into experience—or, as we com- 
monly say it, he is unable to realize it. Its structure is as the 
dream or the ideal. It is tantalizingly real as mental content, 
and yet it is unrealizable for the time being, in the sense that 
it cannot be made to function in experience. In this sense it 
is a definition of a want, and is in so far typified by the for- 
gotten name that one wants to recollect. One knows what 

1 Dewey, John. Some Stages of Logical Thought. Philosophical Review, Vol. 
9, September, 1900. p. 465. 

2 Royee, Joseph. The Psychology of Invention. Psychological Review, Vol. 5, 
pp. 113-44, March, 1898. See also Royce’s Outlines of Psychology, Chapter 13: 


The Conditions of Mental Initiative. New York: The Macmillan Company, 
1903. 
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one wants, but cannot get it. Both are known in an incom- 
plete sense. The awareness of the incompleteness is itself an 
emotive force impelling toward realization of the completion 
of the experience. In other words, the problem is a restless- 
ness amongst the elements of experience, and this restlessness 
is more or: less definitely tending toward a given new equili- 
brium, the suggested solution. The impact of ideas produces 
tentative suggestions of new relationships, and begets, as a 
part of the same conscious process, impulsions and actions for 
the realization of these relationships in experience. 

Thus the felt problem, being at once problem and sugges- 
tion of its own solution, is itself the motive to the more effi- 
cient organization of experience. The suggested solution is 
the ideal which lures and drives to action and constantly 
guides the action to bring about its realization. In this 
problem state of mind one thus sees the arena whereon arise 
the conflicts of experience, and whereon they are fought out 
and resolved, if ever they are resolved. It is the very region 
where experience is actually made. Of course, this is the field 
of suggestion. When a conflict is on, the individual is ready 
for the suggestion from his fellow or from any other aspect 
of his own experience that may help him by analogy to a 
solution of his difficulty. But there are constantly arising in 
the experience of the truly human individual situations that 
are quite new—that have not been solved. For the solution of 
these social suggestion is quite unavailing, and the individual 
wishes to be alone. 

A most important guage of mental ability lies in this prob- 
lem consciousness. For the capacity for the appreciation of 
the problem is chiefly a matter of the grasping power or scope 
of the attention. It is getting differences to confront one 
another. The greater the scope of attention, the larger the 
problem that can be comprehended, and the better the guid- 
ance of the action making for its solution. But scope of 
attention does not cover the individual differences that we 
find in this field of inventiveness. There is an emotive ele- 
ment, and with it a further rational element which is more 
than is usually connoted by scope of attention. It may be 
called a demand for the integrity of experience. It is one 
thing to see a problem. It is another to demand its solution. 
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I do not say that these are entirely separable, and that we 
find an appreciation of a problem entirely divorced from any 
demand whatsoever for its solution. But it is a fact that the 
demand for solution may be very weak in one mind and strong 
in another, while both appreciate the problem element equally. 
This demand for the integrity of experience is what makes 
men valuable to society. The man who has this most is he 
who is most productive of actual inventions in both science 
and art. It is capacity to use most efficiently the situations 
that life creates by means of impinging ideas. 





THE PERSONAL PSYCHIATRIC HISTORY * 


History TaKkEN FROM THE PaTIENT BY THE SociaL WoRKER 
PRELIMINARY TO THE NEUROPSYCHIATRIC ExaMINATION— 
A Basis ror a Compete Socian Psycuiatric Case 
History 


LILA KLINE 


M ENTAL disease, unlike many forms of physical disease, 
“is not a something that comes from without, attacks 
and seizes on the patient, like, for example, a pathogenic 
micro-organism, but is rather to be considered as a type of 
reaction of the individual to certain inimical conditions’’# 
The social psychiatric history developed when the psychiatrist 
came to realize that in order to ascertain these inimical con- 
ditions, he must have a knowledge of the patient’s milieu, of 
the conditions that have surrounded him, of the special social 
forces that have been at work upon him, of the methods he 
has found and used in meeting these pressures, and the suc- 
cess or-failure of these methods. A history sufficient to enable 
the physician to make a diagnosis can usually be readily ob- 
tained by the physician himself, but when the aim of the physi- 
cian is more than the mere classification of his patient—when 
his interests are dynamic rather than static and he desires to 
understand how the patient has come to react in a particular 
way in order that he may, if possible, assist the patient in 
unraveling the strands of his life that have become entangled 
and meshed—then a history not only becomes time-consum- 
ing, but leads into fields somewhat apart from the ordinary 
course of medicine, in which the physician, therefore, cannot 
be expected to be expert in his collection of data. With the 
development of a more dynamic psychiatry, the need of social 
information in regard to the patient has increased, and it has 
seemed necessary to develop a method by which it could be 


* Submitted and accepted in partial fulfillment of the requirements for the 
diploma in the Smith College Training School for Social Work, August 30, 1921. 

1 White, W. A. Outlines of Psychiatry. Washington and New York: Nervous 
and Mental Disease Publishing Company, 1921. 
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obtained in such a way as to safeguard reliability of informa- 
tion, on the one hand, and the time of the physician on the 
other. As the first step in such an experiment, the psychia- 
trists have turned to the social worker to see if, perchance, 
she, with her degree of expertness in the social field, may not 
be the source of the information they desire. With special 
training to fit her for the task, the psychiatric social worker 
has recently been attempting to procure the social data from 
the patient’s environment in order to give the physician a 
‘*conception of the individual before he became afflicted’’. 

Another step was taken in the development of medical 
histories when a social psychiatric case history was created 
to supply the joint demands of the medical and the social 
fields. This history includes both the personal history (the 
history taken from the patient prior to his examination by 
the physician) and the social history (the history from out- 
side sources). Because of the results achieved in the field of 
mental hygiene, the need of psychiatric service has far ex- 
ceeded the number of psychiatrists trained to meet the de- 
mand; and to add to the complexity of the situation, the ever- 
increasing development of psychiatry in its social relation- 
ships is forcing the physician to realize ever more keenly the 
necessity of long interviews with each patient. At the same 
time, in the social field, the need for a complete investigation 
as a foundation upon which to base social treatment—that is, 
the adjustment of family, financial, industrial, recreational, 
and other situations in order that the advice of the physician 
may have a prospect of being carried out and the maximum 
good to the patient be obtained—has become obvious. The 
social psychiatric case history is an attempt to meet both 
situations at once by having the social worker conduct an un- 
hurried interview with the patient prior to his psychiatric 
examination in order to secure as much information as pos- 
sible for the use of the psychiatrist and, at the same time, 
the initial data upon which to build up the social case. The 
supplementary investigation of outside sources is necessary 
in both instances to make the history complete. 

It is the purpose of this paper to show the development of 


1 White, W. A. Outlines of Psychiatry. 
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this method as an experimental plan in one clinic, comparing 
it briefly with methods adopted elsewhere, and to present data 
both favorable and unfavorable as to the advisability of con- 
tinuing it. Special emphasis will be laid upon the preliminary 
neuropsychiatric history obtained from the ex-service man 
suffering from a mental and nervous disorder that is yet in 
a border-line stage. To the lay person, this type of individual 
seems merely irritable, suspicious, depressed, or stupid, or 
with other traits that act as barriers to normal social inter- 
course. To the social worker these symptoms are signposts 
that she must follow carefully if she wishes to understand 
the individual and his social difficulties. 

The work of psychiatric history taking was started on a 
small scale in the medical clinic of District No. 10 of the 
United States Public Health Service in Minneapolis, Min- 
nesota, by a graduate of the Smith College Training School 
for Social Work. At the request of the United States Public 
Health Service, the National Headquarters of the American 
Red Cross asked that a survey of the psychiatric needs of 
the Public Health Service in District No. 10 be made with a 
view to instituting, if it seemed desirable, a psychiatric social 
service. According to figures published by Dr. Thomas W. 
Salmon, 27 per cent, or almost one-third, of all ex-service men 
hospitalized by the United States Public Health Service at 
the present time are suffering from mental and nervous dis- 
eases. The survey disclosed that, with only one psychiatrist 
working in the clinic three hours a day and with the chief 
neuropsychiatrist having only several hours a week to devote 
to the examination of the ex-service men of North and South 
Dakota, Montana, and Minnesota, the physician did not have 
as much time as he needed for the examination of each man, 
and no time to discover social maladjustments and to 
straighten out compensation tangles. In consequence, two 
trained psychiatric social workers were employed by the 
Northern Division of the American Red Cross. One was 
placed in the medical clinie to obtain information from the 
men before the psychiatric examination: to secure a detailed 
account of the patient’s life and present difficulty in order to 


1 Statistics published in the American Legion Weekly, Vol. 3, pp. 5-6, January, 
1921. 
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prepare the way for a strictly medical examination by the 
psychiatrist; to obtain such information of the patient’s 
present situation as would be helpful to the social worker who 
must assist him; to obtain a detailed account of the military 
history in order to ascertain what relation the disability bore 
to service, to give the Bureau of War Risk Insurance a more 
definite idea of what would be a fair rating for compensation; 
and, finally, to acquaint the patient with the methods of the 
government bureaus and agencies. The other worker was 
placed in the office of the Northern Division to handle the vast 
amount of correspondence connected with the psychiatric and 
compensation problems of the out-of-town men.' 

An office for the Red Cross psychiatric social worker was 
established in the medical clinic of the district office in Oc- 
tober, 1921. The routine plan for the neuropsychiatric his- 
tory is that every ex-service man who is sent to the neuro- 
psychiatrist for an examination—whether referred by a medi- 
eal consultant or directly from Washington by the Chief Medi- 
cal Advisor—comes to the office of the social worker imme- 
diately after his physical examination. He comes with the 
understanding that the interview will consume some time and 
is a part of his examination by the specialist. If an inter- 
view is impossible at the moment, the social worker makes a 
later appointment with him. The social worker’s inner office 
is similar to the doctor’s office, and is free from intrusion. 
The interview is made easier by the willingness of the pa- 
tient, due to the fact that he considers it a part of his com- 
plete examination, a necessary step in the process of secur- 
ing compensation. If a patient shows any unwillingness, it 
is possible i in a few words to explain to him that such a his- 
tory is necessary in order that the doctor may be able to un- 
derstand how his ‘‘nervousness”’ differs from the next man’s. 
This explanation is adapted to the patient’s apparent intel- 
lectual grasp. 

The outlines used in taking histories in various clinics are 
more similar in form than the methods of procedure adopted 
by these same clinics would indicate, the difference being prin- 

1 For an account of this work, see Case Correspondence: A Method of Pay- 


chiatric Social Work, by Elizabeth C, Hayes, pp. 125-155 of this number of 
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cipally one of thoroughness in filling in the details under the 
chief topics. The thoroughness depends largely upon the 
amount of time allowed for the investigation of the patient’s 
background. There is, even, a very slight difference between 
the outline for the social history and that for the personal 
history, the one being rather a verification of the other. Each 
history attempts to cover in more or less detail the family 
history, the personal history—including prenatal conditions, 
the early health and habits of the patient, his schooling, occu- 
pational history, and development of traits and habits—the 
marital history, the home situation, the financial status, and 
the patient’s appearance and attitude during the interview. 
The form of history used by the Red Cross and that used by 
the United States Public Health Service vary somewhat in that 
the latter usually adds two important headings, Military His- 
tory and History After Discharge, with a special paragraph 
under Present Condition relating to the patient’s treatment by 
the government in the matter of compensation, medical treat- 
ment, and Federal Board training, and a statement of the 
patient’s opinion as to the justice of the treatment accorded 
him.’ This was the form of history adopted by the psychiatric 
clinic of District No. 10, United States Public Health Service, 
October, 1921, when the two new psychiatric social workers 
prepared a tentative outline which was revised somewhat by 
Dr. J. C. Michael, Chief of the Psychiatric Service, and Mrs. 
John Ward Young, Distriet Supervisor in Charge of Psy- 
chiatric Social Work for the Red Cross. This form, with 
modifications to suit individual needs, is based on a survey of 
the outlines used by the following clinics: Atlantic Division, 
Red Cross; New England Division, Red Cross; Southwestern 
Division, Red Cross; Public Health Service clinics; Boston 
Psychiatric Hospital; and the United States Public Health 
Service hospitals at Philadelphia and West Roxbury, Massa- 
chusetts. The workers were also guided by the outline in 
the appendix of White’s Outlines of Psychiatry. 

1The form of outline adopted by District No. 10, United States Public 
Health Service, Minneapolis, is given in detail in Appendix I, which has been 
omitted here for lack of space. Both it and Appendix II will, however, be 


issued with the reprints of this article. 
28ee note 1, p. 93. 
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Despite the similarity of the topics that guide the inter- 
viewer in securing data for the psychiatric social history, the 
difference in content of the resulting histories would be rather 
surprising if one did not stop to consider the range in train- 
ing of the persons who take the histories, the varying condi- 
tions under which facts are secured, and the discrepancy in 
the time allowed for each interview. For instance, topics 
upon which two hours are spent in some clinics are covered 
in fifteen in others. In these latter the workers are usually 
advised by the psychiatrist or chief social worker merely to 
touch on the ‘‘present complaint’’ with a perfunctory ques- 
tion, ‘‘How are you to-day?’’ and then to pass rapidly on to 
other points regarding the patient’s earlier history; no 
attempt is made to draw the patient on to elaborate any of 
his symptoms, even though ‘‘nervousness’’ be among them, a 
blanket term that may mean much or little, depending upon 
what it signifies to the patient. In these clinics the taking of a 
detailed history is considered the function of the physician. 
In other clinics, such as that of District No. 10, Minneapolis, 
where the taking of the history is purposely designed to save 
the time of the psychiatrist, an effort is made to obtain as 
complete an outline of the patient’s symptoms, and his notions 
of the symptoms, as possible. To a trained interviewer, each 
symptom mentioned by the patient suggests others and these 
in turn begin to group themselves, suggesting certain definite 
possibilities of disease. These trends she follows as they 
develop, keeping always in mind, however, the variety of pos- 
sibilities any patient may present, and investigating each 
possibility as far as’ seems necessary. 

An effort is made to secure definite statements regarding 
the patient’s appetite, sleep, habits of .daily hygiene, atti- 
tudes of mind, memory, power of concentration, emotional 
stability, disposition, ability to get along with people, likes 
and dislikes, and recreation; to ascertain whether or not he is 
subject to headaches, dizziness, periods of confusion, fainting 
spells; in general, to discover the nature of any fears, anxie- 
ties, troubles, delusions, and hallucinations, and the location 
of any definite aches and pains, whether periodic or con- 
tinuous; to find out whether the patient believes his condi- 
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tion is improving or getting worse, whether he has noted any 
change in his character or habits, and when and how these 
changes took place. The social worker cannot follow to the 
end any of the threads she may pick up, for these soon lead 
beyond her field and the range of her expertness, but she can 
pick up and expose the threads so that they may be at once 
discernible to the psychiatrist who will follow them through. 

The social worker does not adhere rigidly to outline form, 
but, taking into account the individual differences of the 
patients, follows the general trend of the outline in her own 
mind. It has generally been possible in the district clinic in 
Minneapolis to secure a large part of the history by letting 
the patient tell his story in his own way. On investigating 
the source of the present complaint, it is usually found to be 
connected with military service. However tedious it may be 
to the social worker, it is best to lead the patient to give a 
detailed and chronological story of his army experiences for 
two reasons: first, for the relief it affords the patient to give 
expression to the frequently pent-up emotions that are con- 
nected with his military experiences; and, second, because 
practically every man who goes through the clinic has, 
whether he is aware of it or not, suffered a distinct change 
in mental or nervous stability with a resultant lowering of 
his resistance and ability to carry on after discharge, and a 
narration of his army experiences may reveal how this change 
took place. 

From the military history, it is usually easy to lead further 
back by such questions as, ‘‘How did you happen to enlist?’’ 
*‘Did your parents object?’’ ‘‘What were you doing before 
you entered the army?’’ ‘‘What were you planning for the 
future?’’ It is often impossible to obtain certain details 
relating to early diseases or to babyhood without explaining 
that these details are to help the doctor. ‘‘A witness once 
answered a judge who asked him about the weather on a 
certain day, ‘Look here! To drag me so many miles to this 
place in order to discuss the weather with me—that’s——’ 
The old man was quite right, because the detached question 
had no particular purpose. But when it was carefully ex- 
plained to him that the weather was of the greatest signifi- 





100 MENTAL HYGIENE 


cance in this instance and how important his answer would 
be, he went at the question eagerly.’" Step by step, the 
social worker must cover the patient’s past history until she 
is satisfied that she has picked out ends of threads for the 
doctor, for the patient, and for herself to unravel. 

Since these interviews must be as different as the indi- 
viduals whose histories are to be obtained, the underlying 
facts that the social worker must have in hand at the begin- 
ning of an interview relate to herself. Each history is a test 
of her alertness, tact, resourcefulness, presence of mind, and 
powers of discernment. She must be objective in her attitude, 
and must show that for the time being she is interested only 
in the patient in order to secure the interest of the patient in 
studying himself. As Gross says, ‘‘No man is interested in 
a thing unless it is made interesting.’’ 

After the history is finished, an appointment is made for the 
patient with the psychiatrist. The history is typed and sent 
in to the doctor early enough to give him a chance to read it 
before he sees the patient. After the examination, a copy of 
this preliminary neuropsychiatric history is attached to the 
medical report and filed in the district office. Carbon copies 
of each history are filed in the office of the interviewer; in the 
files of the psychiatric case correspondent, in the division office 
of the American Red Cross, in cases of out-of-town men; in 
city cases, in the Minneapolis Chapter of the American Red 
Cross; with the Federal Board, if the patient desires train- 
ing; and with the Chief Medical Advisor, Bureau of War Risk 
Insurance, Washington, D. C., to assist in determining the 
patient’s compensation status.? 

The methods of procedure in history taking in use at the 
present time in twenty out-patient clinics of psychopathic 
hospitals, dispensaries, and districts of the United States 
Public Health Service throughout the country have been ascer- 
tained through letters of inquiry. Although it has been found 
that each method differs somewhat from every other method, 

1Gross, H. Criminal Psychology. Boston: Little, Brown, and Company. 1915. 

. 39. 
; 2A sample preliminary neuropsychiatric history from District No. 10, United 


Sates Public Health Service, Minneapolis, Minnesota, is given in Appendix II, 
for which see note 1, p. 97. 
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there are enough points of similarity to make it possible to 
divide them into eight groups, as follows: 


I. The history, both medical and social, is ob- 
tained from the patient by the psychiatrist. A social 
history from outside sources is secured either 
through direct investigation by the social worker or 
from the agency that referred the patient. If a social 
problem is discovered by the psychiatrist during his 


examination, the patient is referred back to the social 
worker for case work. 


This plan is followed by the Vanderbilt Clinic, New York 
City; the Neurological Clinic, Massachusetts General Hos- 
pital, Boston; and the out-patient clinic of District No. 6, 
United States Public Health Service, St. Louis, Missouri.’ 


II. The social and medical history from the 
patient is secured only by the psychiatrist; but a 
similar history is obtained by the social worker from 
the person who accompanies the patient to the clinic. 
An outside investigation is made upon the request of 
the physician. 


This method was followed by the Boston Psychopathic Hos- 
pital before Dr, C. Macfie Campbell became the director, 
December, 1920. It is used now by the District Clinic, United 
States Public Health Service, New Orleans, Louisiana, and 
the Institute of Juvenile Research, Chicago. 


Ill, A fifteen- or twenty-minute interview with 
the patient is conducted by the social worker to 
obtain a brief social history, which is typed prior to 
the psychiatric examination. 


This method is followed by the district clinics of the United 
States Public Health Service of New York City, Boston, and 


Atlanta, Georgia. (This plan is followed because of an in- 
sufficient number of social workers.) 


1In order to secure social histories for the St. Louis clinic, the social worker 


writes to the Red Cross chapter in every town or community from which a 
patient comes to the clinic. 





MENTAL HYGIENE 


IV. A variety method is sometimes adopted 
whereby the history from the patient is preferably 
obtained by the psychiatrist; but if he is busy, it is 
obtained either by fourth-year medical students or 
by social workers. Histories are obtained from the 
persons who accompany patients, and from outside 
agencies, if possible by the social worker. 


This is the plan followed at the Henry Phipps Psychiatric 


Clinic, Johns Hopkins Hospital, Baltimore, and the Cornell 
Clinic, New York City. 


V. A social psychiatric history is secured from 
outside sources only by the social worker previous to 
the psychiatric examination. 


’ 


This is the present plan at the Boston Psychopathic Hos- 


pital, under Dr. Campbell, and the Red Cross Neuropsy- 
chiatric Clinie, Cleveland. 


VI. A social history is secured from the patient 
by the social worker with no attempt to secure med- 
ical data. 


This plan is followed in the District Clinic of the United 
States Public Health Service, Chicago, and in the Clinic of 
the Municipal Court of Detroit, Michigan. 


VII. A preliminary neuropsychiatric history is 
obtained prior to the psychiatric examination from 
the patient by the social worker, who secures as much 
medical and social data as possible. Persons who 
accompany the patient are also interviewed. (There 
is seldom time enough to make the desirable home in- 
vestigation.) 


This method is adopted by the district clinics of the United 
States Public Health Service of Cincinnati, Ohio, and Minne- 
apolis, Minnesota. 


VIII. A complete social psychiatric case history, 
including both the history from the patient and a 
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history from outside sources by the social historian, 


is secured before any final diagnosis is made by the 
psychiatrist. 


This plan originated with the district clinic in Seattle, 
Washington, in connection with the United States Public 
Health Service hospital in Tacoma, Washington, to which 
many of the patients are sent for observation. 

Upon inquiry, it was found that the methods of history 
taking indicated in these twenty clinics were not always 
adopted because they were believed to be the best possible, 
but sometimes from considerations of expediency; frequently 
they were judged best from the point of view of the physi- 
cians. The third method indicated above was adopted because 
of a dearth of both psychiatrists and social workers, and is 
considered by all the clinics using it as a merely temporary 
arrangement. The physicians of the clinics are all agreed as 
to the value of the social psychiatric history obtained from 
outside sources; but the value of the personal history obtained 
by the social worker instead of by the doctor is debatable. 

The first, fifth, and sixth methods are considered best from 
the medical point of view when there is a sufficient number 
of psychiatrists to obtain a full personal history. The sixth 
method was adopted by the Boston Psychopathic Hospital 
when Dr. Campbell became the medical director, because he 
preferred that the doctors should secure all social and medical 
data from the patients, and that the social worker should 
confine her activity to the outside investigation. The fifth 
plan is followed by Dr. George H. Reeve, who in his clinic in 
Cleveland has the services of seven psychiatrists instead of 
the usual one or two. Dr. Reeve writes: 


“Personally, I feel that it is, in the majority of instances, undesir- 
able for the social worker to secure the material for a psychiatric 
social history from the patient himself. Inasmuch as it is rarely 
possible for a normal individual to observe without bias, to evaluate 
correctly, and to report accurately his own habits of response, it is 
obviously even more hazardous to rely upon information secured from 
an individual whose mentality may be impaired, whose emotions may 
be unstable, and whose point of view may be distorted. Furthermore, 
it would seem that to the psychiatrist alone should the patient be 
given the opportunity and the stimulus to reveal his inmost thoughts, 
thus forming the basis not only for a differential diagnosis, bit for 
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the establishment between physician and patient of that relationship 
without which any attempts at psychotherapy are ineffective. For 
these reasons, it seems imperative that the social worker secure the 
data from those persons who, by reason of their connection with the 
patient, have detailed knowledge of his life and personality. 

“On the other hand, the patient is sometimes the only source avail- 
able, or the circumstances are such as to leave the doctor insufficient 
time to secure a history. In such cases, the requisite family and per- 
sonal data are secured from the patient by the social worker, who 
secures also an account of his illness and his present symptoms without 
going too deeply into the psychological mechanism. It is interesting 
to note, however, that it occasionally occurs that the delusional field 
is penetrated, and, as a consequence, the psychiatrist is able to attack 
the mental problem more quickly and effectually than would otherwise 
have been possible.”1 


Under the fourth plan, the social worker interviews the 
patient first only when the psychiatrist is too busy to see 
him. Although this method is followed in the Cornell Clinic 
by both Dr. Clarence Cheney and Dr. John T. MacCurdy, 
they do not attach the same importance to it.2 Dr. MacCurdy 
writes : 


“Some social workers are capable of taking an excellent history from 
the patient which goes into the details of his subjective difficulties, 
but as a rule such inquiries are apt to make the task of the psychiatrist 
more difficult. It is, therefore, advisable for the social worker to 
confine her inquiries to the objective facts of the patient’s history, and 
@ trained worker can garner a lot of very valuable information which 
the psychiatrist can sift.” 


Dr. Cheney writes: 


“By this method the physician has facts available that possibly he 
would not have time to obtain from each individual patient. The in- 
formation available to the physician is gone over with the patient and 
the statements amplified er modified as is necessary. Of course the 
value of the histories depends not only on those who give the informa- 
tion, but also on the experience of the worker who takes the history, 
but there is no question in my mind that with sufficient training a 
very satisfactory history may be obtained by the worker. And I think, 
as a matter of practice in the psychiatric clinic, that this procedure 
which we have been carrying out for a number of years is to be com- 
mended.” 


iLetter from Dr. G. H. Reeves, Cleveland, Ohio, August, 1921, in reply to 
letter of inquiry from author. 


2 Letters from Dr. John T. MacOurdy and Dr. Clarence Cheney, Cornell Clinic, 
New York, July, 1921. 
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The seventh method, as followed by District No. 10, United 
States Public Health Service, Minneapolis, has been described 
in detail. The psychiatrist’s report usually begins: ‘‘For 
history refer to preliminary neuropsychiatric history.’’ Dr. 


Morrison prefers never to see a patient without a history, 
although he says: 


“If a psychiatrist has the time and opportunity to obtain all the facts 
that a proper social psychiatric history should present, I believe it 
naturally would be better than accepting some one else’s history. 
However, this is so rarely the case, especially in out-patient work, 
that the facts presented by the social psychiatric worker—especially 
regarding the family situation and the adjustment of the patient to 
his responsibilities of everyday life—are a material help in diagnosis 
and treatment.” 


Dr. J. C. Michael, Chief Neuropsychiatrist of District No. 


10, expresses his appreciation of the history taking in the 
department as follows: 


“Tt seems to me, first, that in developing in detail a patient’s family 
history—including family traits and tendencies—childhood history, school 
history, and history during adolescence, during army service, and fol- 
lowing army service, noting his diseases, ete., you provide a background 
that is unquestionably of great assistance to the neuropsychiatrist in 
determining the character of the case he is dealing with, as well as 
what measures it is best to institute. Furthermore, these histories be- 
come a part of the claimant’s file and, therefore, constitute valuable 
material for future reference. In the rating of disabilities in Wash- 
ington, I: have no hesitation in stating that your histories were of great 
help, since in reviewing cases it is hard enough to determine with 
even a reasonable degree of accuracy the extent of the disability. Still 
further, your histories assist the Bureau of War Risk Insurance im- 
measurably in the matter of saving the neuropsychiatrist’s time; he 
has consequently more time to examine his case from a medical stand- 
point. I appreciate the fact that it takes time to obtain a thorough 
history, and it is certain that the medical man who has to examine 
many cases would find himself quite handicapped if he attempted to 
develop histories in as much detail as you have done with your cases.”1 


The eighth plan is the only one by which the social worker 
secures both the personal and the social history from outside 
sources. Although the district office in Minneapolis has fol- 
lowed this method to some extent, there were not enough 
social workers to conduct the outside investigation exeept 


1 Letters fro.a Dr. A. W. Morrison and Dr. J. C. Michael, Minneapolis, Minne- 
sota, July, 1921. 
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in emergency cases, when the patient was obviously not giving 
a satisfactory history. In Seattle, where this method was 
adopted during the past winter (1920-21), it was considered 
very satisfactory by both the social workers and the psychia- 
trists. The examining psychiatrist of the United States 
Public Health Service hospital of Tacoma, to which the 
Seattle district clinic sends its men for observation, feels that 
the service rendered by the Red Cross is invaluable to him in 
making diagnoses. 

Although there is undoubtedly a question in the minds of 
many psychiatrists as to the value of personal histories 
secured by the social workers, these workers have been able 
to help patients through difficulties of a social nature with 
which the dector had neither the time nor possibly the experi- 
ence to deal. This is particularly true in clinics such as those 
connected with the districts of the United States Public Health 
Service. A ‘‘diagnosis’’ in an out-patient clinic, even where 
accompanied by a few words of professional advice, seldom 
solves the problems of the patient. 

A large majority of the men passing through the psychi- 
atric clinic of District No. 10 of the United States Public 
Health Service were from the farms and small towns of the 
Northwest, Montana, North and South Dakota, and Minne- 
sota. And because of the differences in their environments 
previous to their army experiences, they present a widely 
different problem from that of the city-bred individual, even 
though their breakdowns may evidence themselves in the 
same symptoms and receive the same diagnosis of ‘‘neuras- 
thenia’’ or ‘*psychasthenia”’ or ‘‘anxiety neurosis’’. Out of 
one hundred cases picked at random from the 458 men who 
passed through the clinic from October 10, 1920, to August 1, 
1921, only 24 per cent had gone beyond the eighth grade in 
school and 80 per cent had spent all their lives, with the ex- 
ception of a few months, on farms or in towns of less than 
three thousand inhabitants. These communities are utterly 
remote from the complexities of urban life. However whole- 
some and natural their life may be, it does not fit one to cope 
with the problems that meet one in the whirl of a modern 
city, where the fight for existence has become so much a 
matter of wit and brain and so little one of brawn and muscle. 
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In an environment of simplicity and calm, these youths 
attained their majority, sometimes with an animal-like, un- 
questioning attitude toward life, content with three meals a 
day, a vigorous physical life, and a good bed; sometimes 
among them were dreamers who, unable to leave the farm 
for one reason or another, built up an emotional ideal out 
of the fictional guides of childhood and the later fictions con- 
nected with city life—in which the hero is invariably rough 
and uncouth in appearance, but, when he does step out into 
the world, is found to be a ‘‘diamond in the rough’’, who 
cannot be bribed to lower his ideals, and who finally wins 
success and the fairest lady. 

And so, entirely unfit to cope with the realities of war, but 
fired with a desire to ‘‘make the world safe for democracy”’ 
and anxious to prove their loyalty, some of these men, only 
children at heart, went forth to face the sternest realities man 
was ever asked to face. And in unfavorable surroundings, 
with only a few of the crudest tools, they were asked to per- 
form the feat of growing up, of passing through the stages 
of disillusionment, doubt, and personal readjustment, of 
building up a new code and a new philosophy, and all in the 
course of a few weeks—a task such as only a superman could 
accomplish. And since there were few supermen, the result 
was disillusionment followed by a rapid downward slide into 
disappointment, rage, and emotional upheaval. With loyalty 
uppermost in their minds, they were surprised and humiliated 
by the casual treatment of what they offered. Having 
bumped up against reality with its Nietzschean ruthlessness, 
they came back bruised before they were fully aware of what 
was taking place, with a resultant cynicism and a repressed 
or an open affective undercurrent of hatred and rebellion due 
to their lack of background and the briefness of their experi- 
ence. It is not strange that the refrain of every ex-soldier 
who came into the clinic was, ‘‘I am not the man I was before 
I went into the service’’, and that, when asked to tell what 
happened to them in the service, so many of them replied, ‘‘T 
would rather not talk about it’’—a conscious effort to repress 
painful memories. 

Most of these men come to the Public Health Service clinic 
reluctantly and defiantly, with the idea that they are to be 
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treated in the usual quick and automatic way by this great 
machine, the government, with its never-ending red tape, that 
thinks it can in some way compensate them for the ills that 
have befallen them. And, all prepared to find every con- 
ceivable fault, the soldier of this type finds plenty, and usually 
opens his interview in the Red Cross office with a disagreeable 
and defiant tale of how he has been treated since he came to 
town three days ago—how he waited in line hours while other 
men were handled immediately ; how the Public Health Service 
doctors slumped on the job, came in late, did not seem to 
know their business, and treated the men like dogs; how the 
tickets they were given for meals and lodgings were not re- 
spected because the government was so slow in refunding 
them—an unending list of grievances. 

Especially irritated is the man referred to the psychiatric 
department, because of the type of his illness. He is distinctly 
surprised to find some one ready to stop and discuss in a 
leisurely and sympathetic way all his difficulties and small 
grievances; some one who, knowing where the fault largely 
lies, is able to show him how he himself has misinterpreted 
some things and misunderstood others, but who can see and 
understand the justice of some of his complaints and is willing 
to try to set these things right. It is by no means an easy 
or an unimportant task to show the sorely disgruntled patient 
that there is, after all, a human element in what he thought 
was only a machine, and thereby gain his codperation for the 
future. And neither irritation nor despair are to be wondered 
at when one stops to realize what it must mean to these weary 
men to push through red tape that would appall even a strong, 
healthy person. A well person might easily develop a ‘‘head- 
ache’’ before reaching the last task imposed by the govern- 
ment in dispensing its compensation. 

The ex-service man who comes from the city is often much 
more difficult to approach because of his savoir faire, his 
suspicion of social workers, and his desire to keep his past 
well hidden from prying eyes. If he is of the group of casual 
laborers, he very early came into contact with the realities of 
life, and although he may have been ‘‘a football of his environ- 
ment’’, his knocking about began so soon that he has built 
up a strong defense mechanism. He is usually willing and 
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able to talk well, and does not hesitate to express his views 
on every subject but himself. To obtain the real facts of this 
patient’s life requires discernment, as he is likely to color his 
story in proportion as he thinks it will impress the person 
before him. 

The following cases are instances in which the interviewer 
was able to be of immediate assistance to the patient when 
it is possible that the psychiatrist, through lack of time if for 
no other reason, could not have helped in the same way. In 
other words, the social worker, knowing the problems facing 
the patient because of her direct contact with him through 
her interview, was able to supplement the psychiatrist’s diag- 
nosis and professional advice by putting into motion the 
machinery, governmental or otherwise, calculated to meet in 
an immediate and practical gvay the personal problems pre- 
sented and thus free the patient from some of the meshes in 
which he had been caught. 


1. H. L., aged 25, came into the office much worried, and sat on the 
edge of his chair in a hesitating manner. He was unwilling to answer 


questions at first, and asked several times if this interview was neces- 
sary. He had been taking vocational training for two years in sales- 
manship, and had just been tried out by a tobacco company for a few 
months; but because of the state of his mind, his inability to stick, and 
his indecision and lack of self-confidence, the company had not thought 
that he would make a success of selling. The Federal Board was giving 
hini a thirty-day ‘sick leave to rest up, but he was worried because it 
was time for his training to end, and there was no selling job ahead of 
him. He was very disconsolate and could not settle his mind on any 
point long enough to give a satisfactory answer, but said, “If I an- 
swered that question, I would be condemned as a ne’er-do-well.” He 
twice started to leave the room to smoke, and changed his mind a dozen 
times about going to the hospital to rest. He reiterated that he knew 
it would require only his will power to rid him of his fears and 
hesitations. 

As soon as he found that the answers he gave were not going to in- 
fluence his chance of securing a job, he was more willing to talk. He 
asked if the interviewer was interested in Christian Science and then 
told how he had become interested in it. He explained that he had 
lost his self-confidence and knew that other people thought him inferior. 
His parents had felt that he was “sponging” on the government because 
he accepted vocational training, as he had been discharged before his 
troop went overseas because of a lame foot, from which four inches of 
bone were removed in his childhood. 

He had been restless and discontented from the time he was eighteen, 
at which time his father had married again and the patient had begun 





a 





+ 4 
i 
+4 
i E 
a 
A 
We 
he 
ed 
is 


= 
4 
: 
: 




















































































































MENTAL HYGIENE 


to regret that he had not finished high school. When he was twenty- 
two, he had married a seventeen-year-old girl whom he had known only 
ten days. Because of coercion by her parents, she had left him after 
two days, and he had secured a divorce on the ground of desertion. 
This had made him unhappy for two years. When he had begun train- 
ing in a field he really liked, he had hoped to get the better of his short- 
comings, but, instead, he was worse than before. 

When he left, he stood at the door fer some minutes and asked the 
interviewer to repeat several times what she thought he should do. He 
said that every one was tired of his complaints, and asked if he might 
come often until he felt capable of making his own decisions. 

From February until March, the patient came to see the social worker 
at least once a week. He was unable to find a selling job after he 
came out of the hospital and refused to consider other types of work. 
He finally took a business course to keep him busy until he could find 
work. In the meantime, he became disconsolate over an affair with a 
Catholic girl, who would not respond to his advances because he was 
divorced. After discussing the feasibility of adopting some other occupa- 
tion, steadier and requiring skill rathgr than self-confidence, the patient 
finally announced that he had decided to take up mechanical engineer- 
ing, a two-year course under the Federal Board. He had at first be- 
lieved that he was too old to start a new trade. The Federa] Board 
granted him the training and within a few weeks was pleased with his 
growing self-reliance. By July he was cheerful and independent and 
had begun to call upon a girl whom he had met at business college. 

The psychiatrist’s diagnosis in February was: “Psychasthenia. Sug- 
gestion of paranoid trend in some of his statements.” 


2. C. H. B., aged 22, a neat youth with cross eyes, appeared blue and 
perplexed when he entered the office. He had asked for a mental and 
nerve examination because he had felt increased “nervousness” in the 
form of worry, fatigue, and insomnia during the month. The work that 
he had given up two weeks before to take up vocational training had 
been very hard, as he had been head bookkeeper in a wholesale house 
with six or seven people under him and an immense amount of detail 
work. He was having a good deal of trouble with his eyes, as one eye 
turned too far to the side and his glasses did not sufficiently correct 
this defect. In addition to his regular work, he had been taking the 
night law course at the Y. M. C. A., and he was expecting to take up 
the night law course in the Minnesota College of Law under the F¥ederal 
Board. He was worried because he would have to work all day ina 
law office, as well as take the night course, in order to be entitled to 
the Federal Board allowance. He realized that he did not know enough 
law to profit by the work in the law office. In order to make the course 
worth while, he had planned to study at least five or six hours a day. 
Since he was inclined to be over-conscientious, he knew that he would 
break down under such a severe strain. 

When the interviewer promised to take the matter up with the Federal 
Board to see if arrangements could be made for him to report for study 
at certain hours, he was surprised and delighted at the interest evinced 
in his welfare, and was soon sitting with both arms on the desk, eagerly 
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giving an account of himself. He had gone to business college after 
high school because he had not wanted to be a burden on his parents 
long enough to take a medical course or go to law school, but he had 
always planned to go further as soon as it should be possible. He was 
very profuse in his thanks to the interviewer for offering to help him, 
and said he had been very blue about his situation, and just on the 
point of giving up the idea of studying law and trying to find a job again. 

The doctor made no diagnosis, but said that the patient was con- 
scientious, introspective, and nervously overtired. He recommended 
that he be permitted to stay out of the law office four or six weeks. 

When the matter was talked over with the Federal Board, it was 
found possible to make arrangements for the patient to be nominally 
placed in a law office with the understanding that he was to have the 
time for study and certain hours during the day for recreation and rest. 
Under this plan, he did splendid work. 


3. J. L., aged 25, married, gave an impression of honesty, but was 
shy and self-conscious. He had heard of the Public Health Service only 
two weeks before, and had had no medical care since his discharge be- 
cause he had not been able to afford it. He had always been healthy 
until he had entered the army. He had finished only the eighth grade 
in sehool because his father, a German farmer, would not let him go 
on and take a course in miechanical engineering. He had been with a 
company of Marines who had sailed for France in July, 1917. Five thou- 
sand of their eight thousand men had been killed in the big drive on 
Paris in June, 1918, and the patient had been “shell-shocked”, after 
which he had been deaf and dumb for six weeks. He had had severe 
headaches and fainting spells from that time on, and had j|sometimes 
been unconscious for a half hour; but he had never had a convulsion or 
bitten his tongue. On returning from France, he had thought he was 
getting better and had married. At the time of the interview, he was 
depressed because his health seemed to be getting worse and his.memory 
was so poor that he could not remember messages or errands without 
writing them down. He had not been able to stand hard work when he 
returned, and had finally been forced to work in his father-in-law’s 
rubber company, where he was a combination janitor and errand boy for 
$21.00 a week. 

He was worried because he was not able to do even “roustabout” work 
efficiently, as he could not work steadily for more than half an hour 
without having to leave for five or ten minutes to steady. his nerves. 
He could see that it was irritating his boss, although the boss was nice 
enough after work; but the patient began to feel that he was inadequate. 
He had reached a point where he hated to meet people and was always 
too tired to care about anything. His wife was to be confined very soon, 
and he was worrying about the expense, as he hated to be indebted to 
her father. When the interviewer suggested the possibility of Federal 
Board training, the patient had not heard of it. When he found that it 
would be possible for him to take the course he had always wanted in 
mechanical engineering and at the same time receive $135.00 a month, 
he was surprised and much relieved. 
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The psychiatrist made a diagnosis of “hysteria”, gave the patient a 
long talk on how to control his nervousness, and recommended vocational 
training. 

With the aid of the interviewer, the patient was started in his course 
in mechanical engineering the following week, and was granted a sick 
leave of thirty days. When the interviewer next saw him, two months 
later, he had on a new suit and wore an air of self-possession. He 
stopped in at the office a moment to say that he had had enough money 
to send his wife to the hospital for her confinement, that both she and 
the baby were doing splendidly, that he enjoyed his training, and that 
his own general health was improving. 


While it is undoubtedly a splendid plan in many instances 
for the psychiatrist to make the first contact with the patient 
and, after finding out the social problems, to talk the matter 
over with the social worker, advising her as to methods of 
procedure ‘in treatment, it is a plan for a city clinic rather 
than for a clinic that handles patients from a wide territory, 
where the social contact must be made by mail. If a patient, 
for example, has been in the city for several days awaiting 
an examination, he is not likely to wait, after the final con- 
sultation, for any sort of a secondary interview with a social 
worker. (It is sometimes impossible to hold a man long 
enough to see the psychiatrist himself.) And unless the social 
worker did see the patient before he set out for his home in 
Montana or North Dakota, she would be forced to handle the 
case far more theoretically and consequently with great diffi- 
culty, even if the psychiatrist advised her as to the problems 
involved and the best methods of handling them. 

Although practically every history taken in the office of the 
Public Health Service in Minneapolis uncovered a variety of 
problems of evéry degree of complexity, there were no 
workers to carry on the case work, and the majority of prob- 
lems were left unattended to and increasing at a rapid rate. 
An attempt is made in the following cases to indicate some 
problems that might have seemed too trivial for reference to 
a social worker, or might not have been noticed in a short con- 
ference following the psychiatric examination, but that, under 
the stimulus of assisting the doctor, the patient revealed to 
the best of his ability. In such cases, unless the doctor wrote 
a complete history for the social worker to consult before her 
visits, or else spent a long time discussing the problems of 





THE PERSONAL PSYCHIATRIC HISTORY 113 


the case with her, she would not be able to get an adequate 
picture of the situation. 


1. C. A. A., aged 25, was a slouchy, untidy chap, who dragged hie 
right foot and enunciated thickly. His left arm was paralyzed. He 
was bold and facetious. His moral turpitude was amazing; he boasted 
of the fact that he was utterly irresponsible and he delighted in telling 
the horrid incidents of his life—his loafing and stealing as a boy, his 
sentence in the Red Wing Reformatory, his associations with immoral 
women. When he was eighteen, he had entered the army, had tried to 
desert, had been shot at by a sentry, and had “almost been sent to 
Leavenworth”. He stated that he had been married three years before 
to a sixteen-year-old girl, but that she had left him after one year; 
that it was none of his wife’s business what he did, and that he blamed 
her for leaving him. He stated also that he had below a motor cycle 
for which he had paid $800.00, and that the next episode in his life was 
to be on a motor cycle. 

The psychiatrist’s diagnosis was: “Right spastic hemiplegia and 
spastic gait. Left cerebral thrombosis with right hemiplegia, syphilitic.” 
He recommended that the patient be hospitalized “in view of the marked 
lowering of his moral tone and the colloidal gold curve occurring largely 
in the paretic zene”. 

An interview with the wife showed her to be unusually attractive and 
intelligent. Her life with the patient had embittered her against all 
men and women. She did not know that the patient’s actions were 
due. to illness, and she hated him for all the misery he had caused her. 
For over a year, she had been paying $10.00 a week for syphilitic treat- 
ments for herself because she would not go to a “free dispensary”. She 
would not let her parents know of the shame caused her, and was work- 
ing in a restaurant in the most vicious part of the city as cashier. 
Her hours were from 4 p. m. until 2 a. m. She was accustomed to 
returning home alone, and she was “afraid of no one”. She would 
like a divorce, but could not afford to get it, and would not ask her 
family for money. She was on friendly terms with the patient’s parents, 
who had no idea why the two were living apart. 

The problems of hospitalization for the patient and education of the 
wife to an understanding of the situation, so that she would be willing 
to accept treatment, would give up her cold attitude toward the world, 
and would make an effort to secure a divorce and see her family, are 
evident. It is evident, also, that the girl would need advice and guid- 
ance for some time, and that the family of the patient would need 
assistance in meeting the situation of their von’s illness. 


2. G. B., aged 25, single. Although this man was reported as a 
malingerer, his attitude belied this report, as he was willing to tell facts 
he might easily have concealed. He appeared rather wistful at times, 
and again defiant. His parents had died when he was three, and he had 
been reared by an aunt and uncle until the age of ten; then he had been 
left to shift for himself because he had not got along well with his 
aunt. She had tried to “boss” him, and he had always been independent 
and stubborn and had resented authority. One of his teachers once 
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said, “You will be in the penitentiary sometime.” From the age of ten 
on, he had worked in the north woods, where be had been everything 
from a cookee to a road boss. He had been as “hard as nails” when he 
enlisted in the army, and had enjoyed army life until his accident in 
France. A French army truck had collided with his motor cycle, and 
had run over his body, fracturing a vertebra so that he had been forced 
to lie flat on his back for two months. He had become restless and 
irritable under his confinement. After his discharge, he had found that, 
as a result of the injury to his back, he was unable to do the hard work 
he had done before. He had tried to take vocational training in book- 
keeping to help him in the lumber business, but had not been able to 
concentrate on the lessons. A vacation of six months had been ordered 
by the physician, with the plan that he should take up forest-ranging 
in the fall. He was receiving only $8.00 a month compensation, and 
had few friends to whom he could go for money to tide him over until 
fall. 

The psychiatrist did not believe that the patient was a malingerer, but 
thought that his symptoms were very suggestive of a psychoneurosis. 
He advised a summer’s vacation with forestry in the fall. 

Here the obvious problems are those of the patient’s loneliness, his 
difficulty in getting on with others, his trouble with his relatives, his 


financial difficulty, and the question of how to manage a vacation for 
him over the summer. 


3. C. M. O., aged 26, married. This patient appeared unintelligent 
and dull during the interview. His mother had died in the Rochester 
State Hospital when he was six, and he had been reared on a farm, 
with thirteen brothers and sisters, by an older sister. He had stopped 
school in the third grade, when he was fourteen, because “it was kind of 
hard for me to learn”. He was ill when he started overseas, and he had 
become “nervous” and depressed. He had been taken off the boat at 
Halifax, and shipped back to New York.. He had been in a hospital for 
eight months, in a closed ward with patients who were “more worried” 
than he “and so acted crazier”. His brother had been sent East to bring 
him home. His memory had cleared up pretty well after that, but he 
had had hemorrhages of the lungs six times after discharge. He stated 
that he had been married a year and a half, and that he had a two- 
weeks-old baby. He- was receiving $40.00 a month compensation, his 
only source of income. He was living with his wife and baby in a two- 
room house that he had rented five miles from town. There was no 
land connected with the house, and he tried to do livery work with his 
Ford. As there was little to do, he spent most of his time loafing around 
town. He did not worry, as his wife never said anything when he ran 
out of money. 

Diagnoses of dementia praecox, catatonic type, and pulmonary tuber- 
culosis, both improved, were made by the psychiatrist and the internist. 

Difficulties in regard to health, finances, and ability to carry on are 
marked. A home investigation is imperative, to observe conditions of 
sanitation, to find out if the wife is capable, and if the baby is being 
properly cared for. The doctor’s attention should be called to the pres- 
ence of the baby, as its health may be endangered by the father’s tuber- 
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culosis. A definite effort should be made to have the patient’s compen- 
sation immediately increased; and if his physical condition does not 
make it inadvisable, an arrangement might be made for renting a few 
acres of land near the house for farming. The course of both his 
physical and mental condition should be followed, as a change that may 
completely incapacitate him and leave his family helpless is not an 
unlikely event. 


4. 8. T., aged 24, single. This patient sauntered in under a wide 
sombrero. He had a quick grasp, and talked intelligently, although his 
tongue seemed to be thick and hard for him to manage. He had been 
proving up on a homestead in South Dakota, and had had some difficulty 
because of his “absent-mindedness” in misplacing tools. He had always 
been very healthy until he had entered the army. He had left school in 
the seventh grade because he had wanted to work, and at the age of 
fifteen had begun helping his father on the farm. He had enlisted in 
the army during the Mexican trouble in 1916, and had been well until 
the spring of 1918, when “the heat seemed to go to my head”. He had 
felt confused for about six weeks before he had been sent to the hos- 
pital, had never been “mean”, but had done “queer” things. He had 
imagined all sorts of things—that people were all interested in hie 
affairs, that some of them were detectives, and that they were putting 
poison in his food, so that he would not eat. He had been sent to the 
base hospital one day in May because he had not turned up for drill. 
Although he had been transfered from the base hospital to a state hos- 
pital.and had remained for six months, he had been in a closed ward 
for only six weeks, and had soon begun to realize that his “imagination 
had been working too much”. Soon after his discharge from the hos- 
pital, he had gone out West, because “all my friends and relatives know 
I was in the bughouse”. He said he would give a million dollars to 
efface that time in the hospital—that it often bothered him when he 
was tired and made him wretched. He read a good deal to keep his 
mind off of himself. Except for his previous trouble, he would like 
to go back home and take up Federal Board training. He was planning 
to marry in the fall. 

The first problem here is to get enough social history by correspondence 
with his home town in Indiana to make clear the nature of his psychosis, 
as the psychiatrist reported: “Psychosis, type undetermined from evi- 
dence at hand; possibly paranoid dementia praecox.” Further problems 
are the surmounting of the patient’s sensitiveness, reuniting him to his 
family, and gaining the coéperation of the family by helping them to 
understand the nature of his illness; close supervision of the patient 
for the purpose both of protecting and guiding him and of noticing any 
change in his condition that would require further medical advice; and 
investigation of his plans for marriage and consultation with the physi- 
cian and his family as to its advisability. 


5. G. M., aged 44, married. This patient told a “hard luck” tale. He 
had stopped school in the eighth grade at the age of seventeen because he 
had been blamed for something that he had not done, and when the 
teacher had tried to punish him, he had become angry and had quit. He 
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had always oeen easy-going and so kind-hearted that during his entire life 
he had constantly been blamed for things he had not done, and had not 
cared to get into trouble about them. He had worked most of his life 
on the railroad, first as fireman, then as brakeman, and later as con- 
ductor. In 1911, after nine years on the Great Northern, he had been 
blamed for a wreck for which he had not been responsible, and had been 
blacklisted. Although he had had only one drink, he had been charged 
with intoxication. The wreck had not been serious. He had been idle 
for almost a year; then had secured a job on the Canadian Northern 
Railroad out of Winnipeg. After fourteen months he had returned to 
Minnesota with good references, and had again been permitted to be- 
come a brakeman. While in the army, he had suffered from a sunstroke, 
after which he had been dazed and confused for a week; he had also 
been ill ten days with ptomaine poisoning. After discharge, he had had 
stomach trouble continuously. He had been extremely restless and dis- 
eouraged because he had been unable to work. He had begun having 
some domestic trouble, and his wife had thought that he was lazy. 
He had gone away for several months to find work, but had been too 
discouraged to write home. When he had written to his wife, she had 
stated that she was getting a divorce. He had returned, and although 
she had promised to give him another trial, she still blamed him. She 
had finally dropped the divorce proceedings when he had been accepted 
for vocational training. 

The patient wept frequently during the interview, and said that he 
had not been to blame for his trouble. He believed that his discontent 
and restlessness had been increased by the fact that he had never cared 
for any work except railroading. 

The psychiatrist made no definite diagnosis. 

The most important problems in this case are the patient’s health 
ani his family trouble. An investigation should be made to secure 
more objective data on the situation for the physician; and if things 
ere as the patient says, an effort should be made to bring the wife to 
realize that her husband is really ill and that he should therefore be 
treated much more tolerantly and kindly than if he were well. 


6. W. M., aged 26, single. This patient was quite cheerful and acces- 
sible. He said that he was blue only when “things are not where I 
can handle them”; he was very vague as to what he meant by that. 
He had lived on a farm all his life. When he was sixteen, he had 
finished the eighth grade, and after that he had helped his father 
because his father could not afford to get help. His mother had taught 
@ union Sunday-school class in the schoolhouse and the patient had 
always enjoyed that, but he had never cared for rough games. He had 
always been tender-hearted and easily hurt. He had felt very sorry 
for the “innocent children in France with their hands and feet cut off”. 

had been drafted into the army because they would not take him 
when he had tried to enlist. He had gone overseas in August, 1918, 
and in September had come down with an attack of influenza that lasted 
for six weeks. Two weeks after he had returned to his company, he 
had been sent back to the hospital because he was “nervous” and weak. 

He had been in a closed ward for one month. On his return from France 
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he had been sent to the hospital at Fort Benjamin Harrison for eight © 
months. He had not minded being in a closed ward, but he “did not 
like the way the people fought”. Since his discharge he has been able 
to help his father and had been well, only more short-winded than be- 
fore the war. The fact that he was receiving only $8.00 a month com- 
pensation, that his father was poor, was renting the farm, and was 
having poor crops, did not bother the patient. 

The diagnosis was: “This is probably a case of dementia praecox. 
[This diagnosis was made after the patient had been under a period of 
observation in the army.] Since he prefers continuing farm life, this 
would probably be as satisfactory a life as could be suggested for him.” 

The family situation should be investigated to find out if conditions 
are satisfactory for caring for the patient at home. An immediate 
effort should be made to secure for him an increase in compensation. 


. The opinion would seem to be unanimous that whether a 
personal history is obtained or not, a social history is essen- 
tial, since a person is the product of his environment and 
cannot be completely understood apart from that environ- 
ment. The fact that a patient does not always play the game 
squarely, and purposely either gives false statements or re- 
frains from giving valuable information, is evident when the 
social histories from outside sources are obtained. Even if 
he does not purposely give a false impression, an objective 
point of view of the patient must be obtained elsewhere. 

The following histories show of what slight value the in- 
formation given by the patient may be, both to the psychia- 
trist and in the field of social research, unless followed up 
by corroborating data from outside sources. Not infrequently 
an outside investigation leads to a change in diagnosis, or, 
in a case where there has been indecision on the part of the 
psychiatrist, enables him to make a diagnosis. If it is to be 
used for statistics in the field of research, too much care 
cannot be taken in securing detailed, thorough, and verified 
information. The use of unverified data for the purpose often 


proves tempting, but results in a collection of misleading and 
worthless statistics. 


1. G. S., aged 27, single. Although the patient appeared to take the 
interview seriously and to talk frankly about himself, the information 
obtained later from his mother did not bear out his statements. He 
had stated that there were no mental or nervous diseases in his family, 
but it was found that his mother was rather “nervous” and excitable, 
and that a paternal aunt had died in the Rochester State Hospital. He 
had omitted the information that his mother had been seriously ill 
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before and at the time of his birth, that he had had spasms from the 
age of six months to one year, and that between the ages of seven and 
nine he had had a severe illness, at which time the doctor had said 
that he would not grow up mentally strong. The patient’s story was 
that he had had no trouble with his teachers, but had stopped school 
in the eighth grade because he had been “eager to work”, and that after 
farming for two years, he had worked steadily in a printing shop until 
his army service. His mother gave the contradictory information that 
he had not been able to get along well with his teachers and that he did 
not stay long in any place of work, as he tired easily. The patient 
said that he had been healthy from the age of seven until he entered 
the army at twenty-four. His mother said that he had had his first 
“nervous breakdown” at nineteen, when he would come home from work 
stating that his fellow-workers had been unkind to him and had made 
work difficult. Later he had become worse and had thought that his 
family were unkind. He had then developed “more delusions”, and had 
been committed to the Rochester State Hospital, May 16, 1914, with 
a diagnosis of dementia praecox. He had been discharged as recovered 
May 8, 1915. 

Although the patient gave a correct account of his breakdown in the 
army, his ideas of grandeur, and his auditory hallucinations, he also 
stated that he had felt his trouble coming back only once since dis- 
charge, when he had been “out of the head” for two weeks. His mother 
said that he seemed to get along well until he became worried or tired 
physically, when he would have strange ideas, talk irrationally, and 
sleep for hours. He remained sensitive about his condition, and was 
seclusive. When one of his spells was coming on, his face would be- 
come suffused with color. 

With only the history from the patient, the psychiatrist was unable 
to make a final diagnosis, stating that the patient was probably in “a 
free interval of manic-depressive psychosis; but the possibility of de- 
mentia praecox, which has shown marked and exceptional improve- 
ment, cannot be absolutely ruled out.” With the additional information 
from the patient’s mother, a diagnosis of “dementia praecox” was made. 


2. H. A. D., aged 22, married. The patient impressed the interviewer 
as being an unusually well-mannered and pleasing young man, anxious 
to do anything in his power to get well. Although he had gone to school 
very little, and had never held any job for any length of time—in fact, 
had “been a regular hobo”—he seemed to realize his shortcomings and 
honestly to wish to study “so that I will amount to something”. 
Questioned as to traits and habits, he stated that he had a quick 
temper, was not a good mixer, worried about his physical condition, and 
was very ambitious. He had never emoked, never tasted alcohol, and 
had had no sexual irregularities. He stated that he was rather lonely, 
as he did not know many people and his stepfather was uncongenial. 
The Federal Board had just granted him training, and he was expecting 
to go to business college. His troubles were due to “nervousness”, 
weakness, and pains in his stomach, the result of working all day every 
day for eight months in a refrigeration plant in France during the war. 
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After discharge, he had been operated on for appendicitis, and the 
wound had never properly healed. 


The diagnosis made by the psychiatrist after this first interview was 
“anxiety neurosis”. 

An interview was later held with his mother, an unrefined woman of 
average intelligence, whose reliability was effected by her emotionalism 
and a tendency to exaggerate. She stated that the patient’s father had 
had such violent fits of temper that he used to lose entire control of 
himself, and she had left him when the patient was six years old. She 
had not had any particular trouble with the patient until he had re- 
turned from the army, at which time he had seemed greatly changed. 
Not only was he nervous and irritable, but his habits were also changed. 
He was lazy, insolent, mean-tempered, and stayed out late with rough 
women. In December, 1919, he had married a low type of woman 
much older than himself, who had been living two years as the common- 
law wife of another man. He had told his mother that he mairied her 
to get even because his mother had married such a mean man as his 
stepfather. The patient’s mother hated his wife, but she had been 
foreed to give her money for support as the patient could not work. 
She had used up all her own savings, as her husband had absolutely 
refused to help his stepson. In November, 1920, the patient and his 
wife had gone to Milwaukee, where the patient had become ill with 
appendicitis and his wife had left him. When he had gone to the hos- 
pital, his mother had gone after him and had brought him home. 
After that she had led a life of torment. The patient had a mania for 
getting hold of money, and would have violent fits of anger if she did 
not-give it to him; he would draw his face into menacing contortions 
and jump at things to throw at her. He always spent the money 
foolishly on women, or gambled it away. He spent his bonus check 
for a new Victrola, and would lie abed all morning listening to it. He 
was too ill to go to business college most of the time, but refused to 
give up his dissipated life. 

The diagnosis made by the Federal Board psychiatrist and the United 
States Public Health Service psychiatrist, after the supplementary his- 


tories were received, was “constitutional psychopathic inferiority with- 
out psychosis”. 


3. W. H. M., aged 23, single. The patient was codperative, friendly, 
and intelligent during the interview. He complained only of restlessness 
and of weakness following an attack of influenza he had had in the 
army. He had always been healthy before that, but “inclined to be a 


little gloomy”. He had completed two years of academic work at 
Qarleton College, Minnesota, prior to his enlistment. After his dis- 
charge, he had attended the University of Minnesota as an auditor until 
the end of the semester, at which time he had entered as a regular 
student in the College of Law. He had found the work more difficult 
than the regular college work, tired easily, and had difficulty in con- 
centrating his attention on what he was doing. He had left school after 
four months because of continued “i! health”. He had tried working 


in his father’s store, but had become too restless, and had done nothing 
after that time. 
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The information obtained from the patient’s sister, who seemed truth- 
ful and intelligent, was that before the patient had entered the army, he 
had always been particularly fond of and “chummy” with his mother. 
But at the time he had had influenza, he had stopped writing to his 
mother and had written only to his brother. Upon his return to 
Minneapolis, he had not mentioned his mother’s name. When he had 
returned home, his mother said that he would sit and look at her with 
a queer, strained look on his face and would say, “You will be sorry 
for this some day! You will get your punishment!” He blamed her 
for the illness he had suffered while in camp. His family thought that 
he was lazy because he took no interest in work, whereas prior to this 
iliness he had been the brightest, most alert member of the family. 
While he had been at Eitel Hospital, he had left without warning, and 
twice had escaped from the Minneapolis Sanatorium. He had attempted 
to obtain a revolver, had threatened his mother with violence, and had 
written insulting letters to all of his friends and relatives. After his 
return from the hospital, he was extravagant. He had disappeared 
from home for three months, but had returned when his money was 
spent. On his return, he would not speak to his mother for a time, but 
later had been persuaded to do so. His sister believed that he realized 
that he had been “mentally unbalanced”, but that he would not admit 
it because of a feeling of shame. He never mentioned that he had been 
to the sanatorium or told any one of his mental difficulty. 

A diagnosis of “dementia praecox” was made by the psychiatrist, 
with the stipulation that the patient should not be placed in any 


position of responsibility, and that he should be kept in good physical 
condition. 


4. L. L., aged 23. Marital status uncertain. This patient was an 
attractive young Jew who entered with a blasé attitude and was very 
anxious to impress the interviewer with the fact that he had been 
reared in New York, had been a very famous prize-fighter, and had been 
thrust into his present position because of his patriotism. He laughed 
at most of the questions asked him, and did not seem inclined to take 
any of them seriously, seeming to think it should be evident by his ap- 
pearance what the answers would be. Since the interviewer had in 
hand a social history forwarded by the Home Service Section of the 
American Red Cross of Brooklyn, New York, it was possible to follow 
his story and know when he was making false statements. 

Most of the personal history he gave was verified by the history from 
Brooklyn. His family maintained the high standard he had ascribed 
to them; but one sister, who the patient said was in good health, was 
suffering from “hysteria”, and hospital observation had been advised 
by a psychiatrist. Although the patient gave a detailed account of his 
army experiences—of being gassed, wounded, and “shell-shocked”—he 
insisted that he was always sane, but “nervous” and restless, and that 
he was always fighting to keep away his. depression. The report from 
Brooklyn stated that the patient had left the hospital in Hampton, 
Virginia, A. W. O. L., and that the War Department had sent a letter 
to his father stating that the patient was “mentally defective”. 
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The patient stated that he had remained in Brooklyn for two years 
after his discharge, attempting to get into shape for fighting again, that 
he had not left until he had gone out to Billings, Montana, to fight. 
There he had lost his reputation entirely, by losing three fights, and 
had been told by the doctor never to try fighting again. The Brooklyn 
history stated that soon after his discharge the patient left for Paris, 
telling his mother that he had promised to marry a girl whom he had 
met overseas, Five months later, his mother had received a letter from 
him dated April 18, 1920, and written from Prison La Saute. He had 
merely stated that he had married and wanted $250.00 to obtain his 
release and pay his wife’s and his own fare back to New York. The 
Red Cross had persuaded her not to send the money until an investiga- 
tion had been made. On June 18, the Paris Red Cross had sent word 
that the patient had been released from prison and forced to leave 
France. He had refused to return home, as his wife would not be per- 
mitted to enter the United States. She was a licensed prostitute, and 
had been keeping the patient during the time they had lived together; 
this was the cause of the imprisonment. There was no evidence of any 
marriage ceremony, but there was a paper signed by the girl’s parents, 
giving their consent to the marriage. A child had been born, and the 
girl had claimed the patient as its father. The baby had died when 
only a few months old. The next time his mother heard from him, 
the patient was in Montana, 

The patient had insisted that he had never married, and that he had 
never been dissipated, because he was forced always to keep in trim 
for “fighting”. 

The psychiatrist reported on this case that “in view of the conflict 
between the preliminary history and the social history, it) would be 
desirable for this patient to be committed to the Neuropsychiatric Ser- 
vice of the United States Public Health Hospital for observation. A 


diagnosis of constitutional psychopathic inferiority is to be considered 
in this case.” 


In her description of the first interview, in Social Diagnosis, 
Mary Richmond gives a clear picture of what a first inter- 
view under usual conditions in handling a social problem 
should be. What she speaks of as ideal conditions are only 
the usual conditions of an interview carried on in the manner 
prescribed in this paper. Miss Richmond is speaking of the 
interview held with a client in a social agency, but what she 
says applies equally well to the social interview held by the 
worker in a psychiatric clinic. The objects of the first inter- 
view in any case should be ‘‘to give the client a fair and 
patient hearing; to establish, if possible, a sympathetic and 
mutual understanding as a good basis for further intercourse: 
to secure clues for further sources of information; .and to 
begin the slow process of developing self-help and self- 
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reliance, though only by the tonic influence which an under- 
standing spirit always exerts, and the realization that later 
the client’s own level of endeavor will have to be sought, 
found, and respected’’.* Again, Miss Richmond says: 
‘*‘Patient’s own hopes, plans, and attitude toward life are more 
important than any single item of information.’’ The quota- 
tion that she uses from Adolph Meyer applies equally well: 
“For any examination, the mode of approach is absolutely decisive 
of the result. The reserve of the patient is usually a factor to be 
reckoned with, or at least the unwillingness of the patient to show a 
elear picture of decidedly peculiar experiences. It is, therefore, neces- 
eary to gain the confidence by treating the patient ‘as a sensible man 
or woman’. In perfect privacy, and, as Head says, with the choice of 
a quiet and confidential hour and the precaution of changing the subject 
when irritation begins to adulterate the account, and before the patient 
has been exposed to the influences of the ever-present blasé fellow- 
patient, the statements can usually be obtained quite fully, often with 
a feeling of relief in the patient and a distinct gain in the relation be- 
tween physician and patient. That any chances for self-humiliation 
must be eased with verbal suggestion, and that any appearance of 
obnoxious ridicule or dictation or correction and unnecessary argument 
must be avoided, should not require special insistence. It certainly 
requires a good deal of knowledge of man to choose the right moments 
and it is to such an extent a matter of inborn tact that it is doubtful 


whether any written rules can do more than bring out in a more definite 
order that which one has already.” 


The interview held by the social worker in the clinic previous 
to the physician’s examination differs not in purpose, or in 
method of procedure, but in its greater opportunity to get 
over to the patient in a tactful manner this willingness to be 
helpful. The plan of procedure worked out in the Minne- 
apolis clinic increases this opportunity for several reasons: 
there is a private office where every history is taken without 
interruption or distraction; the patient expects certain ques- 
tions to be asked of him because it is part of the physician’s 
examination, so no excuse is necessary; there is plenty of time 
for a long, unhurried interview, if necessary, as the social 
worker has so planned and the patient so understands. An 
appointment is made with the psychiatrist and the patient 


1 Richmond, Mary E. Social Diagnosis, New York: Russell Sage Foundation. 
1917. p. 114. 
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knows that he cannot see him until the specified time. The 
social worker under these circumstances has proper and sub- 
stantial backing in her approach to the patient in that it is 
clear that her relation to him is a professional one and that 
the only object of the interview is to help him by helping the 
physician more quickly to the essential facts in his condition. 
On the social side, a proper kind of contact is made in that 
the social worker enters the situation at a time before the 
patient’s pride has been degraded and he has been forced to 
descend to a level where he must ask for charity. The settle- 
ment-house plan of reaching the individual first through social 
contacts and building up a basis of understanding through 
meeting and knowing him in his natural environment is very 
near to being reached in an interview of this type, in which 
social problems come up as a natural step in trying to ascer- 
tain the causes of physical and mental maladjustments. 
Although among psychiatrists there is a difference of 
opinion as to the value of the personal history taken by the 
social worker when this history includes the present com- 
plaint-and the subjective attitude of the patient, the question 
remains whether it is nut a time-saving device as long as the 
number of psychiatrists is limited. As the development of 
the procedure is recent—it seems to have been practiced only 
during the past year—not enough data could be secured more 
than to indicate that, from the point of view of the social 
worker, this means of building a foundation upon which later 
social case work can be constructed is superior to some other 
methods. A procedure, however, that is handicapping to the 
psychiatrist, even though it may have advantages for the 
social worker, cannot be continued. This would be to get the 
cart before the horse. In the present instance, however, force 
of circumstances—busy clinics with too few psychiatrists— 
will no doubt make necessary the continuance for a time of 
the procedure outlined here. A larger experience will make 
clearer what the advantages and disadvantages are. In 
general it may be said, however, that the greater the oppor- 
tunity given to the social worker, whether by permitting an 
initial interview or otherwise, to obtain as comprehensive an 
understanding as possible of the patient and his problems, 
the more effective will be the assistance she may render both 
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to the psychiatrist and to the patient. Alone, the psychia- 
trist finds himself balked in understanding his patient 
thoroughly because of the meagerness or unreliability of the 
information he has in regard to the life of the patient; later 
he not infrequently finds himself facing defeat, for although 
he has formulated a plan by which the patient may be re- 
habilitated in the community, he has no means of working out 
the practical details of the plan and, if he did, no way of 
carrying out the plan. It is at these two critical times in the 
relation of the psychiatrist to the patient that the trained 
worker can come to the aid of both. She can obtain the 
information needed, and the working out of the practical 
details of a social plan and the discovery of the means for 
carrying out the plan are procedures in which she has 
attempted to make herself skillful. But she cannot work in 
the dark. The fuller her understanding of the special prob- 
lems and particularities in any given case, the greater will 
be her ingenuity and resourcefulness and, therefore, her 
effectiveness. 





CASE CORRESPONDENCE: A METHOD OF 
PSYCHIATRIC SOCIAL WORK* 


A Srupy or tHe Pian Deve.orep By THE Liaison STAFF IN THE 
CentraL Drvision oF THE AMERICAN Rep Cross In 
Minneapoutis, Muynesota 


ELIZABETH C. HAYES 


T HIS study is planned to be a brief description of an 

attempt at psychiatric social work with a group of ex- 
soldiers distributed over a large, rather sparsely populated 
territory, consisting of the states of Minnesota, North Dakota, 
South Dakota, and Montana. The work was done through 
correspondence from a central office with the Home Service 
sections of Red Cross chapters in the counties of these 
four states. The system adopted was the one already used 
in the Northern Division of the American Red Cross, Depart- 
ment of Civilian Relief, in dealing with the Home Service 
sections in regard to all problems connected with the men 
while they were in the service and after they were discharged.’ 


*Submitted and accepted in partial fulfillment of the requirements for the 
diploma in the Smith College Training School for Social Work, August 30, 1921. 

1**In general the duties of Home Service in relation to the rehabilitation of 
disabled soldiers and sailors may be summarized as follows: (1) To bring 
solidly behind the disabled man at all stages of the reconstruction process the 
moral support of his family, remembering that he is at this time just as much 
in the service of his country as when at the front. (2) To assist the men, 
through the competent legal service at the command of the Home Service Section, 
to secure the benefits of the War Risk Insurance Law and especially the pro- 
visions for compensation and insurance. (3) To urge upon disabled men, as 
opportunity presents, the wisdom and necessity of taking full advantage of the 
government’s plans for their care and training. (4) To encourage them in the 
early and critical stages of their vocational training and of their return to 
employment, when the struggle to overcome the mental and physical handicap is 
most acute. (5) To bring about a reasonable and sympathetic attitude on the 
part of employers, which shall give every handicapped man a real chance, while 
avoiding the danger of tempting him to forego the necessary training for the 
specious attraction of an immediate, temporary, or perhaps unsuitable job. 
(6) To mold public opinion so that it will discountenance trivial and demoraliz- 
ing entertainment and hero-worship, and maintain a constructive attitude which, 
while demanding a square deal for the returned soldier, shall expect from him 
every reasonable effort to insure his self-support. (7) To supply information, 
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The work was carried on as part of the activities of the 
Department of Civilian Relief. The correspondence work of 
this department was organized into a unit at the time 
of the consolidation of the Central and Northern Divisions 
(April 1, 1921). The name of this unit, the Liaison Staff 
of the Central Division, clearly defines and describes its 
functions, for it is a medium for relaying information from 
the men in their homes to the central authorities of the gov- 
ernment and of bringing the services of the government to 
the home communities. The office of the Liaison Staff 
is located in Minneapolis, that its work may be closely 
codrdinated with that of the district offices of the government 
bureaus entrusted with the administration of the War Risk 
Insurance and Federal Rehabilitation Acts—namely, the 
Bureau of War Risk Insurance, the Rehabilitation Division 
of the Federal Board for Vocational Education, and the 
United States Public Health Service—which are located there. 
Its special task is to facilitate communication between the 
home centers of the patients and these government agencies, 
in order to effect individual adjustments. 

On this Liaison Staff there are three individuals in charge 
of the work for disabled men who need general medical atten- 
tion throughout these four states. Since October 20, 1920, 
one worker has had charge of the correspondence concerning 
men suffering from mental and nervous disabilities and has 
been assisted part of the time by a student, doing practice 
work under supervision. The work of the department here 
described includes only the neuropsychiatric problems, 
although the work’ with general medical cases is largely of 
the same nature. 

According to acts of Congress passed October 6, 1917, all 
men who served in the United States Army or Navy after 


encouragement, legal, medical, and business advice, and other service, when ac- 
ceptable and necessary, in like manner as is now being done for the families of 
men at the front.—Curtis E. Lakeman, in Home Service and the Disabled 
Soldier or Sailor. American Red Cross, 210, August 15, 1918. pp. 16-17. 
1A survey of the neuropsychiatric social problems in the Northern Division 
Fe ie ak daa ee a te ae 
the psychiatric case correspondent may be said to have been begun as a part 
the survey. i ee See ee ery ee Oe eetedet & Be oy 
tion of the regular work of the correspondent. 
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April 6, 1917, and who either incurred disabilities from such 
service, or suffered an aggravation of disabilities existing at 
the time of enlistment or induction, are entitled to examina- 
tion, hospitalization, and treatment by governmental medical 
authorities, to monetary compensation, and to reéducation 
for the purpose of adapting them to their handicaps. The 
administration of these acts was provided for through the 
Bureau of War Risk Insurance, the Federal Board for Voca- 
ional Education, and the United States Public Health Service.’ 

Theoretically, with this provision for organization, men 
who needed the benefits of these acts could communicate 
directly with the bureaus and receive proper attention for 
their claims. But the volume of applications was so large 
that these organizations were unable to perform their newly 
instituted functions smoothly and justly without breakdowns. 
There were delays, de-personalization, and a not infallible 
weighing of merits. Even if an ex-soldier did present 
his claim directly to the proper authorities and in the proper 
form, there were often errors and delays that deprived him ~ 
of needed treatment or left him to suffer want or idleness 
while awaiting a deferred decision from one of the three 
governmental agencies.? 

Since the applicants are scattered so widély, there have 
been demands for expert help in filing and prosecuting claims 
in every community, even the smallest. In all but the most 
thickly populated sections, there is not enough work in one 
accessible group to keep a worker busy all the time. In con- 
sequence, a large volume of business is carried on by volunteer 


1 By action of Congress, August 9, 1921, a new agency known as the Veterans’ 
Bureau was created to take over the functions of the Bureau of War Risk In- 
surance and the Rehabilitation Division of the Board of Vocational Education, 
and the activities of the Public Health Service relating to ex-service men, with 
the exception of the conduct of such hospitals and dispensaries as are operated by 
that service. 

2 This was expressed in an explanation of the needs of Red Cross Home Service, 
after the cessation of hostilities and the return of most of the men to civilian 
life, as follows: ‘‘To put their claims before the government in convincing form 
is growing more and more difficult as the time since their discharge grows longer. 
Tt is no easy task to secure evidence and affidavits which such men must have in 
order to claim the compensation that is their right, if their disabilities can be 
traced to service.’? New England Division Bulletin, American Red Cross, Vol. V, 
February, 1921. p. 2. 
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and half-time workers in the local Home Service sections of 


bi Red Cross, who, of course, cannot be as expertly informed 


a worker on a full-time basis. Even if these local volunteer 
workers were well posted and skilled, the already over-taxed 
organization in Washington (Bureau of War Risk Insur- 
ance) would be still further burdened if it were transacting 
business directly with all the small Home Service chapters 
concerning claims, as well as with all the men who were able 
to attend to their own claims. Manifestly, utilization of dis- 
trict units decreases the pressure of work in the central office 
of the Washington bureau by sifting and clearing cases and 
by doing away, as far as possible, with the sporadic, futile 
procedures of those who do not know the complexities of the 
organization. It is at the division office, therefore, that case 
correspondence justifies itself. It may be compared to the 
long-distance telephone operator who receives a call from one 
local point to be connected with another point and who re- 
sponds efficiently, since it is her function to codrdinate the 
various lines properly. It would be impossible for the tele- 
phone company to connect each large city—to say nothing of 
every hamlet and village—directly with Washington; and it 
would be proportionately as complicated for every man and 
every local community to correspond directly with the rehab- 
ilitation bureaus in Washington in regard to each point of a 
claim or upon other matters of a personal or individual 
nature. 

Expediency alone, however, is not a sufficient justification of 
the case-correspondence method, for the government is under 
an obligation to its ex-service men because of certain sacrifices 
exacted of them which cannot be compensated for by making 
the easiest means of remittance the only consideration. These 
sacrifices, although they have accumulated in great numbers, 
are not alike in origin or nature, and therefore cannot be 
treated alike, even though they sprang from the necessities 
of the same situation. Since the men who underwent the 
strains of war had had such different pre-war experiences 
and preparations, they naturally reacted in a variety of ways. 
In some, the reactions produced immediate collapse; in others, 
& more or less prolonged self-control or repression, resulting in 
a deferred disintegration of intellectual capacities or emotional 
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stability. Thus, in order to bring them back to a normal con- 
dition of health and social efficiency, it is necessary to treat 
them as individuals and to consider their differences in intelli- 
gence, heritage of health, family tradition, and social status. 
Acts of legislation for war rehabilitation must function 
through individual adjustments, like any other legislation of 
social import. To bring this about is the task of the social 
worker, and when questions of personality, behavior, and 
mental health are directly involved, it is the task of the psy- 
chiatric social worker. As there are not enough psychiatric 
social workers to equip adequately existing clinics and health 
agencies, it is obviously impossible to furnish one to every 
community that has a problem of an ex-soldier disabled men- 
tally or nervously. Those who are available for this work of 
rehabilitation can, therefore, be best utilized by placing them 
in district or division offices, to initiate and forward com- 
munications between the local communities that cannot be 
visited in person and the neuropsychiatrists who need in- 
formation from them. 

In considering the duties of the psychiatric social worker 
in the correspondence section of a division office of the Red 
Cross, one may use, as a basis for discussion, the functions of 
these workers as formulated by ‘‘a conference of those 
engaged in the training of psychiatric social workers and 
those interested in the services of such workers’’* The func- 
tion of the psychiatric social worker was generally defined as 
one of ‘‘assistance to and codperation with the physician in 
restoring the patient to health and social adjustment’’. The 
worker in the liaison office above described had not only to 
help the physicians of the United States Public Health Ser- 
vice in treating the patients, but also in detecting patients 
who needed such treatment, in persuading them to seek and 
accept treatment and adjustment, and in referring them to the 
government agencies in order that they might be eligible for 
treatment. 

Specifically the functions of the psychiatric social worker, 
as defined by the conference, are: ‘‘(1) to faciltate admis- 
sion to hospital or clinic and to facilitate continuance of treat- 


1See Function and Training of the Psychiatric Social Worker. Menta 
Hyerenz, Vol. V, pp. 434-5, April, 1921. 








Kae Eda En 


ait teem teniaietits hewn ie a mo 


130 MENTAL HYGIENE 


ment by removing personal and family prejudices in regard 
to treatment; (2) to bring to the physician personal and 
social data helpful in arriving at a diagnosis and in outlining 
treatment; (3) to assist in carrying out the treatment advised ; 
(4) to interpret the function of the hospital or clinic to the 
patient, the family, and such community organizations as are 
interested in the patient; (5) to undertake social investiga- 
tions that will contribute to medico-social research’’. These 
specific functions will be taken up in the order given and ~ 
applied to the activities of the psychiatric social worker doing 
case correspondence. 

1. Some of the difficulties frequently encountered in fulfill- 
ing the first function—‘‘to facilitate admission to hospital or 
clinic and to ‘facilitate continuance of treatment by removing 
personal and family prejudices in regard to treatment’’— 
are obviated by the resources of the United States Public 
Health Service. Its hospitals are not differentiated in the 
public mind into general medical, tuberculosis, and ‘‘insane”’ 
hospitals as rigidly as they are in the case of hospitals for 
civilian patients, and are not encumbered with such labels as 
‘lunatic asylum’’ or ‘‘institution for the insane’’, bearing 
an affective tone of disgrace. Because of the large number 
of disabled soldiers, the government has seen fit to treat some 
of them as ‘‘contract’’ patients in state hospitals. In such 
cases, the objections of family and friends are frequently 
obviated by their feeling that the patient’s disability is due 
to his sacrifices during the war. They think of his illness as 
‘*shell shock’’—a more acceptable term to the lay mind than 
‘*insanity’’, with its ugly connotations. The heroism of his 
war service mitigates the feeling of shame that might have 
been present if he had been a civilian patient and had just 
**gone crazy’’. Nevertheless, the need continually arises of 
overcoming the objections of the family to hospital treatment, 
especially when, because of lack of adequate facilities in the 
hospitals of the United States Public Health Service or the 
social expediency of commitment, it involves treatment in a 
state hospital. 

The method used in meeting these objections has consisted 
chiefly in drawing repeated analogies between the mental 
ailment and a distinctly physical disability. The local Home 
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Service secretary, who, in turn, passes on this point of view 
to the family, is reminded that if John Jones’ leg had been 
shattered and infected in shell fire, his people would not feel 
disgraced about his going to a hospital. The point is then 
made that the mental disability is just as much an illness as 
the shattered leg; and that the hospital for the mentally ill 
ex-soldier is just as reputable as the hospital for the soldier 
who has lost a leg or has incurred other physical disabilities. 
This method of persuasion is preferred and is used except 
in cases of last resort. The incentive to regain health and 
earning power is also emphasized. If the patient or his 
family continues to refuse hospitalization or other advised 
treatment, in spite of attempts at persuasion, and the delay 
is harming the man and his immediate social group, the appeal 
may be to an economic motive, if there is any financial need. 
(The Bureau of War Risk Insurance refuses to continue pay- 
ments of compensation if a man fails to accept available care 
or refuses to utilize all the resources for the diagnosis and 
treatment of his disability.) This latter argument may prove 
effective in securing immediate treatment for a particular 
patient. If, however, the family in the end still feel disgraced 
or manifest a disapproval of the patient, the worker should 
feel that she has failed, since she has not been able to make 
sufficiently clear ‘to them the nature of the disorder from 
which this patient is suffering.’ In handling a correspond- 
ence case, it is necessary to keep in mind not only the im- 
mediate needs of the patient, but also the future attitude 
and adjustment of the patient’s family and the point of view 
of the community to which it is hoped he will return. The 
policy is not to look upon any case as an isolated task—merely 
the problem of putting John Jones into a hospital—but as a 
means of introducing the average lay citizen to a better under- 
standing of the problem of hygiene involved. 

2. The second function of the psychiatric social worker— 


1An ideal can be applied here that is part of good social work and that 
has been expressed in regard to the spirit of Home Service as follows: ‘‘The 
truant officer’s success depends not merely upon the number of pupils whom he 
has returned to school, but in the number of parents who, through his efforts, 
have been made to realize the importance of education for their sons and 


daughters.’’ Porter R. Lee and Karl de Schweinitz. Home Service, American 
Red Cross, 200, July 16, 1917. p. 71. 
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‘*to bring to the physician personal and social data helpful 
in arriving at a diagnosis and in outlining treatment’’—covers 
the bulk of the work of correspondence on mental and nervous 
cases. In codperating with the government agencies, the 
worker has to aid in the making of three types of diagnosis, 
two of them depending upon the medical diagnosis, which is 
major in importance. These are: the type of illness (medical 
diagnosis proper), compensability (relation of disability to 
the applicant’s war experiences), and the decision as to 
whether or not it is expedient to try to improve the applicant’s 
condition and status by vocational training. Thus, a history 
is valuable not only for the use of the examining physician, 
to enable him to tell the patient what is the matter with him, 
but for the Bureau of War Risk Insurance, in order that the 
patient’s condition may be understood fairly and adequately, 
and for the Federal Board for Vocational Education, to use 
in suitable placement for training. 

Whenever there is doubt as to the nature of the patient’s 
disability or whenever he is to be reéxamined or sent to a hos- 
pital, an attempt is made to obtain as complete a history as 
possible. This history contains data significant to an under- 
standing of the physical and mental make-up of the patient 
and includes such items as the health and social situation of 
his immediate family, his developmental history, his previous 
illnesses, his school progress, his occupational record, his 
character traits and habitual reactions to people and situa- 
tions, and the details of his military experiences. 

The Bureau of War Risk Insurance determines the degree 
of a man’s compensability largely from a comparison of his 
economic efficiency since discharge with his efficiency prior to 
enlistment; hence it is highly important to get the details of 
the patient’s economic history fully, specifically, and ac- 
eurately. Since this is such a decisive point in regard to 
compensation and eligibility for treatment, it is secured in 
the form of affidavits. Eiven when letters containing most 
specific directions are sent to Home Service workers, asking 
them to secure information from former employers for affi- 
davits, the results are often too indefinite to be satisfactory. 
The Bureau of War Risk Insurance provides blanks, there- 
fore, for such affidavits, but those blanks were not prepared 
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with the ex-soldier suffering from nervous or mental disease 
in mind, as they did not ask for information that would bring 
out the salient points in the development of a nervous or 
mental disability. For this reason, a special affidavit form 
was devised and used in cases in which the ordinary form or 
detailed instructions would not bring results. This special 
form sought to obtain not only dates of employment and 
salary scales, but the relationships of the patient to his fellow 
employees and his employer, the degree of interest that he 
showed in his work, and other phases of personality that might 
reveal themselves in employment. The methods of obtaining 
the full histories will be described in greater detail later. This 
history is doubly important since it is necessary to establish 
any connection there may be between a man’s disability and 
his service experiences. After a patient’s eligibility for gov- 
ernmental consideration was established, his history was valu- 
‘able, not only for medical purposes in the hospital and clinic, 
but also for the purpose of determining the most effective 
type of vocational training to give him. Therefore, a copy of 
an applicant’s history was sent to the United States Public 
Health Service, the Bureau of War Risk Insurance, and the 
Federal Board for Vocational Education. 

3. The third function—to ‘‘assist in carrying out the treat- 
ment advised’’—has not been fulfilled to any extent. Men 
were discharged from the army at such a rapid rate that those 
who were still disabled were not all referred properly for 
after care, so there were no adequate records of the men who 
were in need of treatment and compensation. Large numbers 
of these disabled soldiers did not even know of the benefits in 
the way of treatment, compensation, and reéducation that 
were available for them. Others would have been unable to 
prosecute their claims had it not been for the help of the social 
worker. The pressure of this work of recording the claims of 
disabled men not yet treated or compensated has been such 
that more attention has been paid to it than to men who have 
been awarded compensation and who have had hospitalization. 
In general, this is not a wise policy to pursue, for it is con- 
sidered better to treat a few cases thoroughly than to give a 
little attention to many cases. However, under present con- 
ditions, it becomes increasingly difficult for men to receive 
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favorable attention to their claims with the passage of time 
since their discharge from the army. In view of the lack of 
facilities in all but the large cities, ideal social treatment could 
not be given even if the work were restricted to a very few 
cases; and such a method would, possibly, deprive all but a 
very few of any benefits at all. Neglect of some cases would 
be considered discrimination and would provoke cynicism with 
regard to the government and skepticism with regard to social 
work. On the other hand, the American Red Cross can arouse 
an appreciation of social work throughout the community at 
large if it proves of benefit to the majority of its clientele. 
Because of the scarcity of centers of medical treatment, em- 
phasis is placed on keeping the patient near to one until he 
has recovered or is satisfactorily improved. In cases where 
it is felt that supervision should follow in the community, 
such supervision can be encouraged and promoted by the case 
correspondent in the division office by sending to the local 
Home Service secretary articles and pamphlets upon the sub- 
ject in hand. The local secretary’s interest in following the 
case is stimulated by frequent letters asking pointed ques- 
tions, the answers to which she will have to obtain by noticing 
the patient’s behavior and social situation closely. Then can 
follow discussion and advice as to meeting situations and 
utilizing the observations she has made. It is desirable to 
cover, in after-care treatment, the various phases of the pa- 
tient’s life, not only for his own welfare, but for the educa- 
tional value it has to the local Home Service secretary in 
familiarizing her with the thoroughgoing routine of social 
case work. Treatment letters, as such, require more tact than 
those requesting histories. The latter can be linked up with 
the necessity of a man’s getting compensation and thus seem, 
even to the most amateur Home Service secretary, to have 
some utilitarian value. After such obvious details have been 
attended to, unless the necessity of follow-up work be pointed 
out skillfully and the work involved be taken up specifically, 
the Home Service secretary is inclined to think of the corre- 
spondent as a theorist enjoying the luxuries of a swivel-chair 
position. There are some who cling to this idea, and it pre- 
vents the possibility of responsive codperation between the 
case correspondent and the Home Service secretary. In the 
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matter of treatment, however, the psychiatric case corre- 
spondent has had to be content with the most obvious details, 
and even these in only a minority of the cases, for on the whole 
this function has not developed as fully as has that of secur- 
ing data.? 

4. The fourth function—‘‘to interpret the function of the 
hospital or clinic to the patient, the family, and such com- 
munity organizations as are interested in the patient’’—can 
most readily be performed by the social worker on duty in 
the hospital. It is part of her work to write letters from time 
to time to the family of the patient, explaining the situation 
and the hospital life of the patient. Copies of these letters 
usually do, and should, pass through the case correspondent’s 
hands at the division office, that she may see that they are 
adapted to the community to which they are to be forwarded 
and make sure that other matters of importance to the case 
as a whole are not neglected. In many instances, it seems 
more desirable for the correspondent to gather the facts from 
the hospital and then to write the letter directly to the com- 
munity through the Home Service secretary. It is sometimes 
difficult for the worker in the hospital to free herself from the 
technical and scientific atmosphere of the hospital and to adopt 
a simple, lay style that is comprehensible to a worker in a 
small community. The case correspondent tries to incorporate 
the professional reports of the hospital in matters of local in- 
terest and to write in a colloquial style, to help the family 
realize that the patient is not in some strange and unusual 
and, possibly, dreadful environment about which they can 
know nothing. 

5. To the fifth function—‘‘to undertake social investiga- 
tions that will contribute to medico-social research’’—which 
involves the broader aspects of the work, this department may 
contribute an initial survey. A survey of the division is being 
made to discover ex-soldiers who need medical advice, in order 
that they may be brought to the attention of the governmental 
bureaus responsible for their care. The results of this survey ~ 
will have considerable social value, but its effects will exceed 
its immediate purpose. To make the Home Service secretary 
of each community aware of the soldier disabled mentally or 


1Por a ‘‘treatment’’ letter see pp. 152-54. 
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nervously, to cause her to be on the look-out for him, to realize 
his needs, to be optimistic of his future under proper care and 
supervision, is to arouse an interest that, while centered for 
the present on the problem of the soldier, will eventually flow 
into the larger community problem, and she will soon be as 
aware of civilian patients and their possibilities as of soldiers. 
Case correspondence throughout the year with the local Home 
Service secretaries—a correspondence in which the possibility 
and necessity of early care of the ex-soldier disabled mentally 
or nervously is being constantly emphasized, in which in- 
quiries are continually being made in regard to thedetails of a 
patient’s childhood and adolescence—must have a very definite 
mental-hygiene value. Gradually the importance and signi- 
ficance of these things are borne in upon the local secretaries, 
their assistants and chapter workers, and a new sentiment 
and a new point of view find their way into the community. 
If John Jones, who was decidedly ‘‘queer’’ when he returned 
from Franee, but who, having been treated in a government 
hospital, is now back in the community with the word, and 
manifesting, that he is recovered, can be helped in taking up 
again his community life and in remaining well by following 
out certain suggestions made by the case correspondent, then 
similar assistance ought to be helpful to John Smith, who has 
recently returned recovered from the state hospital; if early 
treatment offered hope to Bill Brown, the ex-soldier, probably 
early treatment would have possibilities for Bill Smith, his 
civilian neighbor; if the seclusiveness during adolescence of 
Tom Williams was of such significance in his later life, prob- 
ably the seclusiveness of Tom Martin, now in the high school, 
is important. This penetration of the community has its im- 
portance for social case work as well as for mental hygiene.’ 


1The following statements es to the opportunities of the Red Cross in its 
Home Service work may be of interest: 





CASE CORRESPONDENCE 137 


In addition to the functions falling under these five cate- 
gories, special activities have arisen. For instance, the rural 
community and home of the patient must be interpreted to 
the three government bureaus. 

The case-correspondence department secures its cases from 
the following sources: (1) through workers doing case corre- 
spondence on general medical cases; (2) through the chief 
psychiatric social worker of the division; (3) through the 
records of applications for compensation in the Bureau of 
War Risk Insurance office, investigation being made of those 
that claim mental or nervous disability; (4) through requests 
from other division headquarters and hospital workers for 
information concerning men whose families live within our 
jurisdiction; (5) through requests from the neuropsychiatrist 
of the district office of the Bureau of War Risk Insurance for 
information and help in obtaining affidavits; (6) through in- 
formation volunteered from the Home Service secretary; (7) 
through information from field representatives;.and (8) from 
miscellaneous sources. 


When the work was first organized, cases were secured 


from the first source. Since then, whenever any information 
comes in on a ease that has been referred to the general 
medical workers that bears evidence of a possible mental or 
nervous disorder, it is transferred to the psychiatric social 





**The fact that it is so easy to demonstrate that Home Service does not fall 
under the head of charity, as the word is understood by the average individual, 
gives a great educational opportunity. Little by little, as people come to see 
the ideals of constructive helpfulness which are a part of the Home Service 
work, they will come also to see, with a little suggestion on our part, that these 
ideals are not confined to work with soldiers’ families—that they are tle only 
true way of helping any family in difficulty.’’ Agnes L. Murray, in Case Work 
Above the Poverty Line. Proceedings of the National Conference of Social 
Work, Kansas City, 1918. pp. 342-343. 

‘*I believe that the Home Service work which the American Red Cross con- 
ducted during the war among soldiers’ and sailors’ families in every town and 
hamlet in the country has done more than any other movement at this time 
toward developing in country folk a sense of responsibility for their neighbors; 
of awakening in them a social consciousness that is calling forth, rather than 
repressing, local social needs. . . . The future of family social work, there- 
fore, lies largely with the individual worker, who is going to present it to the 
rural districts, and there lies the problem.’’ Henrietta J. Lund, in Case Work as 
Applied to Rural Communities. Proceedings of the National Conference of Social 
Work, Atlantic City, 1920. p. 296. 
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worker. Complaints of ‘‘dizziness’’, ‘‘nervousness’’, ‘‘ner- 
vous breakdown’’, inability to work steadily, ‘‘loss of 
memory’’, ‘‘fainting spells’’, ‘‘shell shock’’, ‘excessive irri- 
tability’’, and extreme worry, appearing in the report of the 
preliminary physical examination that accompanies the claim 
of the ex-soldier, are considered to warrant further investiga- 
tion; and the cases in which they appear are taken over by 
the psychiatric social worker. The same applies to cases of 
men who have been committed to state hospitals or who have 
already been diagnosed as mentally or nervously ill. Cases 
in which problems of delinquency appear are often referred 
by the general workers, since they are considered problems 
of behavior and personality. 

If a man, comes to the clinic of the district office of the 
Bureau of War Risk Insurance for an examination, and the 
general examiner refers him to the neuropsychiatrist, he is 
interviewed by the chief psychiatric social worker, who takes 
as complete a psychiatric and social history as it is possible 
to elicit... This history is then placed in the hands of the 
neuropsychiatrist at the time he examines the patient; after 
the examination, the diagnosis and recommendations are given 
to the social worker. In the case of a man not living in Minne- 
apolis or St. Paul, she gives a copy of this history, together 
with the recommendations and remarks of the neuropsychia- 
trist, to the psychiatric social case correspondent. These diag- 
noses, histories, and recommendations sometimes concern men 
already known to the worker and serve as supplementary in- 
formation. Frequently they serve as the initial contact with 
the man and are very valuable as a basis for the initial letter 
to the Home Service secretary in the patient’s community. 
From this material a judgment can be made of the most im- 
portant additional information to ask for in the letter. 
Enough information is given to the Home Service secretary 
to enable her to take up the case with some understanding, 
although, according to a ruling of the United States Public 
Health Service, diagnoses are never given to the chapter. 

A earbon copy of the preliminary physical examination of 
an applicant for compensation is sent to the correspondence 


1 For a description of this work, see The Personal Psychiatric History, by Lila 
Kline, pp. 93-124 of this number of Menta Hyarens. 
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section, as a matter of routine. This contains a brief account 
of the patient’s symptoms, the clinical findings, the military 
history, and the preliminary diagnosis. If the diagnosis is of 
a mental or nervous condition, the copy of the examination is 
assigned directly to the psychiatric correspondent. Sugges- 
tive symptoms in the complaint are usually not sifted out 
until the general medical correspondents read them, for the 
clerical staff does not attempt to detect such matters. On 
these cases, a letter is sent to the Home Service secretary 
stating that the patient in question has applied for compen- 
sation and treatment and describing in general his ailment. 
It is explained that he will probably have difficulty in estab- 
lishing his eligibility for training, and that social data con- 
cerning him will be a valuable assistance to him. Further- 
more, it will enable the physicians at the district office of the 
Bureau of War Risk Insurance to determine more exactly 
what is the matter with him and what type of treatment will 
be of most benefit. The question is also asked whether the 
patient is willing to aecept hospital care and whether he is 
free to do so or whether there is any social or financial diffi- 
culty that would prevent his doing so. The Home Service 
secretary is advised that, in case there should be some such 
difficulty, it would be well to ascertain the resources of the 
family and to help them to adjust matters, emphasis being 
laid upon the fact that the Home Service chapter has a re- 
sponsibility in this regard. All such possibilities are prefer- 
ably handled in the first letter, since the Home Service secre- 
tary may have to travel to some community difficult of access 
to obtain the desired information, and she can afford neither 
the time nor the money to make several trips to cover points 
that can, with planning beforehand, be mentioned in the first 
letter and covered in one visit. With the exception of the few 
city populations in the district, the counties, the units of Home 
Service work, cover large areas which are not furnished with 
efficient train service, so that it may take a worker two or 
three days to cover a case that could have been handled in a 
city in a few hours. This is mentioned here since it applies 
especially to cases concerning which nothing is known except 
the brief information in this preliminary examination. Where 
information is already on file at the time the case is referred 
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to the psychiatric social worker in the correspondence office, 
the amount of ground it is necessary to cover in the first letter 
can be more accurately determined, but as a general rule, the 
first letter on a case must cover as many contingencies as pos- 
sible. Of course, this does not apply if the Home Service 
secretary’s office is in the man’s home town. Replies received 
to letters written on cases begun in this way sometimes do not 
justify further continuance of the case, but they serve as a 
sifting process by means of which the cases that do demand- 
more intensive investigation and treatment can be more 
readily discerned. 

There has been considerable difficulty in settling many 
claims properly as a result of the fact that the men have been 
drifting about more or less since discharge, not staying in one 
part of the country long enough to have their claims properly 
attended to. No sooner are Red Cross activities started in 
their behalf in one division than they move on to another. By 
communication between the division correspondence offices, 
services analagous to those of a confidential exchange are 
obtained. If a man’s present home is in one division and in- 
formation is needed from his previous address in anotlier 
division, this is asked for through that other division. Re- 
quests from one division to another are made in duplicate, so 
that if the recipient thinks the letter adapted to the Home 
Service secretary for whom it is intended, she can forward it 
without any changes. This is a desirable method of saving 
time if the possibility of a good result is not sacrificed. The 
Home Service secretary is asked to send her reply in duplicate 
through the correspondznce office, that the files on cases may 
be kept complete. Close codperation between the division 
offices is a partial solution of the problem of transient appli- 
eants. It enables follow-up work and social treatment to be 
carried on in eases discharged from hospitals far distant from 
the patient’s home. 

The technique and routine of the psychiatric social worker 
in the correspondence department, in handling and recording 
cases, are simple because of the volume of work. At the time 
a case is referred to the psychiatric correspondent, a letter is 
dictated upon it covering the present needs. The nature of 
this letter depends upon whether it is a new case or one upon 
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which information has already been obtained. An index card 
is made for the case which contains the patient’s name, his 
address, the name and address of his nearest relative, dates 
of hospitalization, and a statement whether compensation has 
been awarded, and whether or not a guardian has been ap- 
pointed. From time to time the worker jots down in pencil 
any details that may be of significance and that will enable her 
to construct a picture of the case immediately, without the cor- 
respondence file. The diagnosis and any severe social symp- 
toms or other matters that should be taken up are eventually 
entered upon this card, also. The card is then placed in a file 
that is kept on the desk of the correspondent. At the same 
time another card is made for the follow-up file, upon which 
is entered the name of the patient. This is placed in a 
‘*tickler’’. If a reply has not been received by the time the 
card appears in the ‘‘tickler’’, a follow-up letter is written. 
Carbons of letters dictated and the replies received are kept 
together in chronological order. and filed with the other cor- 
respondence cases in the record department of the office. If a 
record is voluminous and complicated, a memorandum is also 
kept with it so that in a moment’s glance one can detect the 
present situation and tell what more is to be done. In analyz- 
ing the problems of a case in a rough way, Dr. Southard’s 
classification is being more and more widely used: disease, 
(morbi); ignorance, (errores); bad habits, (vitia); legal 
entanglements, (litigia); poverty and _ resourcelessness, 
(penuriac).’ The factors of disorder in a particular case can 
be arranged according to this grouping on one side of a sheet 
of paper, and in a column parallel with it the methods that 
can be utilized for correcting them. Then, as these things are 
done, a check can be made, so that at a glance one can tell 
what has been accomplished and what there is still to do. 
Another file is kept on the correspondent’s desk. It con- 
tains the names of the Home Service secretaries with whom 
she has cases. This file is arranged according to Home Ser- 
vice chapters. The name of the chapter secretary is placed 
upon this card and also any significant characteristics that 


ifouthard E. E. The Kingdom of Evil; Advantages of an Orderly Approach 
in Social Case Analysis. Procecdings of the National Conference of Social Work, 
Kansas City, 1918. pp. 334-40. 
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may have been gleaned from correspondence and from other 
sources, such as reports of the field representatives of the 
Red Cross. Notes are jotted down which indicate whether the 
secretary is prompt in replying or not and whether he or she 
is interested in the work and grasps the meaning of what is 
wanted. Information as to the manner in which a particular 
secretary may best be approached and similar items are valu- 
able and should be easily accessible as aids in shaping the 
letter in such a way as to bring the best possible response. On 
the back of this index card are recorded the names of the cases 
located in the county. This enables the psychiatric case cor- 
respondent to keep clearly in mind all the work she is handling 
with one secretary. When a field representative, therefore, 
announces that she is going to a certain county, it is easy to 
ascertain at once what cases are being handled in that county 
on which correspondence is lax, and in regard to which it is 
advisable to have a special conference or investigation such 
as the field representative can give upon her visit. 

The activities of the field representative are valuable to 
the case correspondent because, if there is a ‘‘dead’’ chapter 
or a correspondent who procrastinates on an urgent case, the 
field representative can give a more forceful follow-up contact 
in person. She can, also, in her talks to the chapter executive 
committee, emphasize the desires and plans of the psychiatric 
correspondent and give an additional stimulus to the work. 
However, the field representative is used as a last resort, since 
she has other things to do and cannot devote all of her time 
to the needs of the correspondence department. <A chapter 
may go several months without a visit from the field repre- 
sentative, so that if the chapter is slack in its methods, cases 
will suffer unless the most skillful tactics are used in the 
liaison office. 

During the first few months of this psychiatric case cor- 
respondence work, histories were obtained in two ways: (1) 
by sending a short letter of explanation with an outline; (2) 
by giving in detail in the letter questions concerning the points 

1This outline is given in Appendix I. The four appendices to this article 


have been omitted here from lack of space, but will be issued with the reprints 
of the article. 
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of information most needed. There are advantages and ob- 
jections to both methods; neither is quite satisfactory. 

Time-saving is the chief asset of the first method. A copy 
of an outline can be sent with a short letter, half a page in 
length. This is an especially important factor where the 
volume of work is large, as it is in the Minneapolis office, where 
at the present time there are two thousand cases either being 
handled by the psychiatric social worker or in need of her 
attention. All of these cannot be handled adequately, but the 
number of those that can is increased by the use of a device 
such as the outline. An obvious concomitant of the time saved 
is financial economy, which should be considered in the dis- 
pensing of a trust fund’ such as that of the Red Cross. In 
addition, it is a saving to the recipient of the request in the 
Home Service chapter, since she soon becomes familiar with 
just what is wanted in each case. Furthermore, the outline 
tends to give a more standardized reply from the point of view 
of form as well as content. Its use in the securing of his- 
tories, which absorbs so much attention, leaves more of the 
psychiatric case correspondent’s energy for problems of treat- 
ment, which have been touched upon only scantily in the work 
so far. | 

But there are disadvantages. The use of the outline 
diminishes the possibilities of giving each case human, indi- 
vidual interest. It favors routine in work instead of. the in- 
dividualization that is so necessary in social case work. The 
psychological effect on the person dictating is bad, for if she 
resorts to an outline for part of her work, she will be inclined 
to resort to stereotyped methods in other phases of her work. 
The outline that has been in use is too likely to fill the Home 
Service secretary with ‘‘awe’’, to seem to her a forbidding 
thing. In one case it frightened her; she thought that the 
patient in question must be at the point of death to have such 
an array of questions asked concerning him. The formality 
of its style is connected in the worker’s mind with the 
mysteries of the doctor’s office. In fact, the worker is some- 
times confused as to the exact nature of the information the 
psychiatric case correspondent wants, goes to the local doctor 


1 Lecture of Mr. Robert W. Kelso, Smith College Training School for Social 
Work, 1921. 
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who has examined the patient, and gets his bare medical re- 
port. In spite of directions to the contrary in the letter of 
explanation that accompanies the outline, the result is gen- 
erally that the outline is considered a questionnaire and is 
filled out accordingly. This means that only the briefest of 
answers are given, such as ‘‘yes’’ and “‘no’’ or ambiguous 
figures. The result is a static, colorless thing, whereas what 
is wanted is a graphic picture of the life of the patient. The 
outline is too technical for many of the Home Service secre- 
taries who happen to be housewives, bankers, grocerymen, or 
who are chosen because of their popularity in their small com- 
munities. To many of these people, one has a mental disease 
if one is ‘‘erazy’’ and has been sent to the “‘lunatic asylum”’ 
or one has lad a nervous disease if one has had ‘‘nervous 
prostration’’. Therefore, it is more than likely that if the 
question is asked whether there has been a nervous or mental 
disease in a man’s family the answer will be ‘‘no’’, unless such 
a disease comes within the category of “‘craziness’’ or ‘‘ner- 
vous prostration’’. The same is true of other topics covered 
in the outline. In short, the use of the outline is as handi- 
capping in social work as is the circular letter in business. 

The individualized type of letter, on the other hand, is a 
method of attacking each case with unique interest and as if 
it were of the utmost importance. It, therefore, can give the 
Home Service secretary a fresh view of each case she handles. 
It enables the case correspondent to mold her questions to fit 
possible social exigencies. It puts in a personal appeal that 
enables one to get one’s idea forcibly into the Home Service 
chapter’s ambitions and program for work. In addition to 
individualizing the patient, it also individualizes the Home 
Service secretary who receives the letter. Professional jargon 
and technical style are bound to creep into the outline ; whereas 
the individualized letter is better adapted to a lay style and 
ean be written in a ‘‘folksy’’ manner. , 

But unless the individualized letter is really dictated in this 
freshness of interest, it, too, will become a veritable outline. 
It often so results if it is made up of an array of questions. 
This is brought to the attention of the psychiatric case corre- 
spondent by the fact that the answers come back in brief forms 
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such as ‘‘yes’’ or ‘*no’’, inserted between the lines of the letter 
or in the margin. Another serious difficulty in the use of the 
individualized letter is that it takes so much time in dictating. 
It also makes a very long letter for the Home Service corre- 
spondent to read. This matter must be taken into considera- 
tion, for the Home Service secretary, too, is busy, and 
voluminous letters have a tendency to be annoying. 

In order to obtain the opinions of the Home Service secre- 
taries concerning the work on these cases and the methods of 
which they approved, a questionnaire was sent out to forty- 
eight of them who had had opportunity to become somewhat 
familiar with the work. Only fifteen of these returned re- 
plies so that no definite conclusions can be drawn, but a sum- 
mary of the answers is interesting: 

Question I: When it is necessary for you to obtain information for 
a social history, do you prefer to receive a letter with detailed questions 


and instructions upon which to base your investigation or do you find 
a short letter with one of our form outlines more convenient? 


Of the fifteen who replied, four preferred to work with an 


individualized letter as a basis, one stating, ‘‘A letter with 
detailed questions . . . seems to have more of a personal 
touch—which is so essential in these cases’’. Ten preferred 
the outline with the short letter, one adding, *‘ especially if any 
special. features of the case are explained in the letter’’; and 
one, ‘‘if it is an entirely new case’’. The fifteenth stated that 
it made no difference which method was used. 


Question II: Have our services been of use tO you in securing treat- 


ment for these patients and, if so, what activity of ours has been most 
effective? 


Of the fifteen, eight stated that they had found the services 
useful. One wrote: ‘‘Yes. Your follow-ups of cases aid us 
to get information about them which we frequently cannot 
get in any other way. From Red Cross reports we sometimes 
find that men in our own vicinity need assistance when we 
had been ignorant of the fact. Your close codperation with 
Legion officials is also of much assistance to them, particularly 
in our case here’’; and another: ‘*‘ Your most effective activity 
has been in rushing cases long delayed, and especially those 
emergency cases needing immediate treatment, by accepting 
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our statements by wire, and getting transportation rushed to 
the man or hospital authorization granted. . . . We have 
never secured treatment for patients in any other way except 
through your office, so there is no question as to whether you 
have been of use in this respect.’’ 

One did not answer the question at all, and three returned 
indefinite answers. Two had not referred any cases, and one 
stated that she was unable to answer the question intelli- 


gently as she had not been able to secure prompt treatment 
for any of her cases but one. 


Question ITI. Have our requests seemed reasonable and is explanation 
full enough? 


Twelve answered this question in the affirmative; one did 
not answer it at all; and two returned indefinite answers, one 
stating that she was not certain whether it was advisable to 
annoy the relatives of ex-service men by trying to secure the 
entire family history, unless there was ‘‘a reasonable possi- 
bility of something to be gained by it’’. 

Question IV: Have you any criticism to offer concerning the contact 
we have had so far with you on these problems or have you any sug- 


gestions to make of improvements in our work which would be more 
convenient for you? 


Eight answered both parts of this question in the negative, 
one adding: ‘‘Am always glad of suggestions and advice 
from Liaison Office, especially with mental cases, as the ex- . 
perience of people who make a specialty of this type of case 
is invaluable.’”? Four had no criticism to make, but offered 
suggestions. One of these wrote: ‘*We find that the greatest 
problem confronting us at the present time in connection with 
these cases is the requirement of the Medical Division of the 
Bureau of War Risk Insurance, to secure additional medical 
evidence to establish connection between the present dis- 
ability of these former service men with their military ser- 
vice’’; another: ‘‘I would suggest that a list of all ex-soldiers, 
suffering from ‘shell shock’—nervous breakdown—in this 
county be furnished us so that we will know just who they 
are, to assist us in our care of said soldiers’’; and another: 
**T have no criticism to offer concerning your contact, but 
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suggest that there should be more individual and detail work 
done when the man is sent into Minneapolis for examination.”’ 
One did not answer, and two made criticisms. One of them 
wrote: ‘‘My criticism would be that after a man comes to 
our notice and is in immediate need of attention, so much time 
has to elapse before we can find out what may be done for him 
that usually the strain of waiting for information is too much 
for him and he suffers a total breakdown, as in the case of 
two of my subjects’’; and the other, ‘*The contact has been 
nothing but advantageous. The only criticism we might offer 
would be that it is sometimes very irritating to have data in- 
formation asked for that has already been sent to the office 
at some previous time. All Home Service sections have a few 
aggravated cases that regular routine seems impossible to 
adjust. Might we not work out some more advantageous plan 
for such cases? I think it was this fact that made the state 
Legion want to take over some of the work. We have never 
felt it useless to write your office on any subject for informa- 
tion or aid.’’ 

Field representatives say that the most frequent criticism 
they hear of the work of the department is that it is a nuisance 
created by some one sitting in an office who does not realize 
the difficulties and the pressure of rural work. This criticism 
does not come from all the correspondents, but from enough 
to make it necessary for the psychiatric case correspondent to 
weigh her problems carefully in order not to ask for details 
not absolutely essential. In seeking information, questions 
must be so formulated as to show their specific relation to the 
patient’s problem; otherwise they will seem irrelevant and 
inconsequential. 

In order to meet the objections to the outline method of 
obtaining histories and to preserve its time-saving advantage 
—as well as the benefits of the individualized letter—a new 
type of letter was devised. It is constructed on the principle 
of the form letter. It provides for an initial paragraph which 
will be individual in every case and will explain the particular 
situation involved. Several form paragraphs have been writ- 
ten, covering the chief points that are brought up in request- 
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ing histories.' It was found desirable not to have the para- 
graph filled with questions. When many questions are asked, 
although they may cover most points, they do not cover all 
points; and the informant, thinking that only those facts that 
are indicated by questions are wanted, does not volunteer 
other information.? Too many questions in a letter check a 
good response just as a stereotyped method of conducting first 
interviews may keep the person interviewed from giving facts 
that he would otherwise have volunteered. .The object of this 
new type of letter is to avoid: being mechanical and at the 
same time to cover as much ground as possible. Since, in 
some of the replies to the questionnaire, it was found that the 
Home Service secretary thought that the only information 
desired was a patient’s statement or a medical record, an 
attempt has been made to frame the requests so that the secre- 
tary cannot fail to see the social implications in the patient’s 
condition and will seek other sources of information. The 
danger in using the form paragraphs is, of course, similar to 
that in the use of the outline. 

Another service that this department has tried to render 
the United States Public Health Service is in making more 
thorough investigations of cases in which the local medical 
examiner has not discovered sufficient corroborating evidence 
to substantiate the patient’s complaint of an organic condition 
and therefore considers the applicant a whiner, or a maling- 
erer in pursuit of undeserved compensation. 

Theodore Solberg,’ for example, in his preliminary examina- 
tion for compensation, complained of a pain in the left calf 
and in the right arm. The local examiner diagnosed his con- 
dition as ‘‘chronic muscular rheumatism and probable chronic 
sacro-iliac rupture (on subjective symptom only)’’. Under 

1 Form paragraphs for the social psychiatric history are given in Appendix II, 
for which see note p. 142. 

2‘*The logieally arranged and categorically framed. questions of’ an applica- 
tion Vlank suggest the answer that will lead to the decision desired by the ap- 
plicant. This is the chief objection; another is that no formal set of questions, 
however full, can cover all possible contingencies; a blank may be carefully and 
accurately filled out by a witness and yet omit important items.’’ Mary E. 


Richmond in Social Diagnosis. New York: Russell Sage Foundation, 1917. 
p- 319. 


3 All the names of patients used in this paper are fictitious. 
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‘‘Remarks’’, the doctor stated: ‘‘I do not believe that this 
man has an objective symptom. He works at his old trade as 


well as ever. I think perhaps part of his condition at least is 
feigned.’’ 


The following letter was written to the Home Service 
secretary : 


‘*The above-named man was examined by the. United States Public 
Health Service representative in —-————— on November 12, 1920. The 
doctor thought that there was nothing seriously the matter with Mr. 
Solberg, that his condition might be feigned. This impression of the 
doctor may be due to the fact that Mr. Solberg is suffering from some 
nervous or mental trouble or is unduly worried about his health. Will 
you please get in touch with Mr. Solberg and give him any after care 
that may be needed and find out how he is getting along at present? 

‘* Will you please get in touch with any relatives of Mr. Solberg re- 
siding in your county and obtain information as to his early history and 
family background? We are enclosing an outline which indicates the kind 
of information we should like to have you look for. This outline is not 
to be given to relatives to fill out as a questionnaire, but is only a guide 
to you in obtaining this information. We hope you can obtain this in- 
formation for us as soon as possible, for then the United States Public 
Health Service will be able to determine more exactly the nature of Mr. 
Solberg’s ailment and can give him better treatment. Please assure 
any one whom you interview that the information will be treated most 
confidentially and used for medical purposes only. 

‘* Will you also please find out when Mr, Solberg’s claim for com- 
pensation was filed and whether he has received an. award from the 


Bureau of War Risk Insurance? Is he interested in taking vocational 
training?’’ 


This letter was not considered a good one by the psychiatric 
case correspondent because it did not give a: full enough ex- 
planation to the secretary of the reason for obtaining the his- 
tory. The case correspondent herself made a rapid associa- 
tion between a ‘‘feigned condition’’ and a possible neurosis, 
but she did not explain this clearly. However, as a result of 
the information obtained, the physicians were able to satisfy 
themselves as to the nature of the patient’s complaint and he 
is now in hospital under treatment. 

The following letter was the first contact between the 
psychiatric case correspondent and a Home Service secretary 
who had been trained in one of the Red Cross institutes for 
Home Service. She was interested in the work, had obtained 
valuable histories on many patients, and had done a great 
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deal of case work with mental patients, since she was situated 
in a county in which the Federal Board for Vocational Edu- 
cation had a training center. 


‘* Since in your letter you mentioned that Mr. Russell ‘is very peculiar 
and hard to deal with and has been able to work only occasionally since 
discharge, and that he is an odd type’, Miss Day turned him over to 
me, as you said that you sometimes fear mental trouble. It may be that 
this is a case in which the patient can be given proper treatment and a 
break avoided. Will you, therefore, get as complete a social history in 
regard to Mr. Russell as possible? We will submit this to Doctor Jones, 
the psychiatrist here, and see if he considers a special examination neces- 
sary. 

‘*Are there any pecularities of behavior or personality, any moodi- 
ness or irritability, any unaccountable stupidity or irresponsibility? Any 
traits of this kind will be suggestive. Probably you have an outline on 
hand and nq doubt you don’t need one, but I am enclosing another of 
the lovely things. We will be tremendously interested in your report on 
this case, as of course it is preventive work that really counts.’’ 


The Home Service secretary in this case would have felt 
injured if the usual type of introductory letter had been writ- 
ten, considering the amount of work she had already done. 
Use of the index of correspondents enables the psychiatric 


case correspondent to keep constantly in mind the number of 
eases that have been handled by a secretary and thus to avoid 
ignoring her previous work. 

Sometimes a chance phrase from a Home Service secretary 
may give a clue to some personality defect that may be at the 
root of an ex-soldier’s disability. The general medical case 
correspondent then turns the case over to the psychiatric case 
correspondent, who investigates it more thoroughly. 

The Home Service secretary in Mr. James’ town wrote in 
about him with but thinly veiled exasperation, for he had been 
a most trying problem. She stated, among other complaints, 
that ‘‘at least he might wash his face’’ and in other ways 
intimated that he was indifferent and careless. This letter 
was written early in 1920. The case was inactive from then 
on and came to light again only when the present writer hap- 
pened to find it as she was sorting some old cases. Some sort 
of follow-up letter was due with regard to Mr. James’ com- 
pensation and present situation, and the psychiatric case cor- 
respondent wished to look further for the mental condition 
that she suspected. The following letter was written: 
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‘*The case of the above named man just happened to come to our 
attention. We notice that there has been previous correspondence with 
you in 1920 on this case. We were particularly interested in your state- 
ment that you were afraid that Mr. James was lazy and more shiftleas 
than was necessary, and that he might at least wash his face and hands. 
He may not be suffering from any mental or nervous disability in the 
ordinary sense of the word. However, such characteristics as you have 
indicated are often signs of a mental or nervous ailment or of a person- 
ality that is not properly adjusted to normal social life, At any rate, 
@ personality study of Mr. James would prove most valuable in under- 
standing his case. It might be most beneficial to the United States 
Public Health Service in treating him. 

‘We do not mean to insinuate that every man who is careless about 
personal cleanliness and appearance is suffering from a mental dis- 
order, for, of course, such is not the case; but it quite often happens 
if a man suddenly becomes careless about such matters or indifferent 
and lazy and absolutely lacking in ambition or energy, it is because he is 
very much discouraged about his possibilities in life or feels hopelessly 
depressed or bewildered and is therefore in a bad mental condition. A 
sudden change in such habits as have been mentioned is about as good 
a sign of some mental trouble as the onset of a cough is of tuberculous 
trouble. His listless attitude also may be due to discouragement on his 
part about his physical condition, and, if so, the same kind of under- 
standing of his case would be valuable in the way of encouraging him 
and rehabilitating him. How is Mr. James getting along at present? Is 
he able to work any more than at the time of your last correspondence 
on the case? Has his claim for compensation been adjusted? 

‘*We are enclosing another copy of our outline, which is used for a 
guide in making social investigation on mental and nervous patients. 
We should be particularly interested in any such points concerning Mr. 
James, and especially information as to whether he has always been 
eareless and lazy or whether there has been some decided change in his 
personality and habits.’’ 


Although this letter would have been satisfactory if it were 


to have been sent to a secretary who was not familiar with the 


nature of the psychiatric case correspondent’s requests, it 


was not used, since this particular Home Service secretary 


had given valuable aid on several cases of men suffering from 


mental and nervous disorders and was commendably interested 
in the subject. This is another instance of how a certain mode 


of approach would ignore the secretary’s past work. 
The following revised letter was sent: 


**In going through the files the other day, I happened to notice the 
ease of the above named man which has lain dormant for several months. 
I am very much interested in finding out whether you were able to per- 
suade Mr. James to wash his face, or is his preference for dirt a con- 
firmed habit of many years’ standing? Has he always been careless 


MENTAL HYGIENE 


about his appearance and the impression he made upon his associates, 
or is that a recently developed characteristic? 

‘<Is his compensation coming regularly and in sufficient quantities? 
Or has there been a hitch in this matter? Did he finally receive an 
award for vocational training? If so, do you think he was able to 
benefit by it? 

‘<We are curious to know whether you think Mr. James has been suf- 
fering from some mental or nervous disorder or whether he was always 
a rather stupid, ineffectual person?! 

‘*Ts he able to work now and get along comfortably or is he continuing 
to be a hopeless problem?’’ 


The second letter has the advantage of brevity. This is 
much to be desired when there is considerable pressure of 
work either in the central office or in the office of the Home 
Service secretary. Furthermore, a short letter, if not written 
at the expense of a lucid explanation, presents only a few ques- 
tions which are, therefore, better kept in mind by the recipient. 

The case of Harold Brown? illustrates many phases of 
the work of the psychiatric case correspondent. This patient 
had reported to the clinic of the district office of the United 
States Public Health Service. A preliminary neuropsychiatric 
history had been taken at that time. No indicative informa- 
tion had come to light in the interview, the patient complain- 
ing only of ‘‘nervousness’’ and a ‘‘breakdown’’ while in the 
service. His chief present worry was the fact that his mother 
had been appointed guardian over his property, and he was 
uneasy for fear that he would never regain his independence. 
A diagnosis of ‘‘manic-depressive psychosis, quiescent stage’’ ~ 
was made, A letter was written to the Home Service secre- 
tary asking for a social history and emphasizing a desire for 
information regarding the mother’s temperament. The con- 
tents of the reply indicated that the patient’s disability had 
been more severe than he had mentioned in his interview and 
that he had had previous attacks. The information obtained 
was outlined and placed in orderly form to enable the busy 
doctor to read it more easily. The following ‘‘treatment’’ 
letter was then written to the Home Service secretary: 

**You do not know how much we appreciate your letter of March 30 
concerning the above named man; it gives so much of just the informa- 
tion we are desirous of having, especially on such things as the mother’s 


1 Such a question is permissible only when the secretary is a trained worker. 
2Given in Appendix IV, for which see note p. 142. 
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temperament and her probable influemce over or attitude concerning 
her son and the kind of things that he likes and the things that bother 
him. : 

‘*In addition to concrete facts about a man’s life for a psychiatric 
history, his attitude, likes and dislikes, hopes, worries, and fears are of 
the utmost importance in understanding his personality and its reactions. 

‘We are sorry that we failed to enclose the outline. We are sending 
it to you now in case you can obtain any further information for us. 
We are most interested in the mother, for influences of temperament 
and emotions are most often related between mother and son or father 
and daughter. The mother’s personality is often a most important 
factor in the bringing-up and development of a child. If she is inclined 
to be highly excitable or to manifest nervous symptoms in any other way, 
her children are more apt to suffer the consequences in their bringing-up 
and to be more susceptible to nervous and mental breakdowns from time 
to time. ' 

‘*We should appreciate it very much if you could tell us more of the 
home situation. Do you think the mother is an intelligent person who 
could be approached in a way to make her feel more hopeful about her 
son’s condition and thereby decrease the amount of worry and nervous 
strain she imparts to him? Does she feel that his illness is a hopeless 
one and can never be thoroughly cured? Is she kind and sympathetic, or 
does she think his trouble is a disgrace and does she reproach him for it? 

‘*We should like to have more statements from her as to how he had 
not been a normal child—whether it was due to a weak, sickly body or 
to difficulty in grasping situations and ideas. Was he irritable and 
quarrelsome as a child or friendly? 

‘*We think that vocational training would be the best thing | possible 
for Mr, Brown, since he is so anxious to take it and enhance his earning 
capacity. We have written to the Federal Board, urging them to get 
in touch with him and to award training in his case. The Federal Board 
has a specialist who confers with men who have suffered from mental 
and nervous troubles as to the best kind of courses to take. We have also 
written to the Bureau of War Risk Insurance as to whether Mr. Brown’s 
compensation will continue if the guardian should be removed, Since 
Mr. Brown is so much improved, we think it would be perfectly possible to 
have this done by an application through the Winona courts, but we think 
it would be better to receive a reply from Washington. 

‘*Tt is most important. to see that every little matter such as this is 
adjusted as much as possible to relieve Mr. Brown from strain and worry 
and to prevent a further breakdown. He should be urged to lead a most 
regular, quiet life. You state that he becomes very worried and exhausted 
and talks, irrationally when he is physically tired. This should be 
remedied by strict adherence to regular hours. of sleeping and by his 
being very careful not to work too hard or for too long periods of time. 
He should also have meals of a wholesome, nutritious type at regular 
intervals... He should have plenty of regular physical exercise and 
normal recreation. However, he should avoid any excitement or pleasure 
of an adventurous, hilarious type. A person who has just checked a 
severe case of tuberculosis must be very careful not to let his body 
run down from lack of nourishment or from lack of rest and recreation, 
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and the same is true of a mental trouble such as the one which Mr. 
Brown suffered, for any strain or weakening of the body increases 
nervous weakness and makes a person susceptible to a ‘nervous break- 
down’. 

‘¢By the way, have you ever read A Mind That Found Itself, by 
Clifford Beers? If not, you might be interested in reading a copy that 
we could loan you, for it is the story of a man who suffered from the 
same type of ailment that Mr. Brown had and it relates how he came 
out of his illness. I think this book by Mr. Beers really started the 
modern movement for mental hygiene, which is endeavoring to make 
conditions better for people saffering from mental and nervous trouble 
and to increase the public’s interest in mental and nervous conditions, 
so as to keep us all alert to the forces around us that influence our 
efficiency. 

‘*The mental-hygiene program is somewhat analogous to the anti- 
tuberculosis crusade of the present, which seeks not only to remedy the 
conditions of those who are ill, but to build up the health of the whole 
population, for preventive purposes.’’ 


Procedure in this case consisted of: (1) giving social data to 
the doctor in the district offices of the United States Public 
Health Service and the Bureau of War Risk Insurance; (2) 
securing information from the state hospital in which Mr. 
Brown had formerly been a patient; (3) placing data before 


the Federal Board for Vocational Education in order to secure 
advisable placement in training; (4) urging removal of irri- 
tation of guardianship after having received authorization 
from the Bureau of War Risk Insurance; (5) referring the 
Home Service secretary to literature that would throw light 
on the problem of this particular patient and explaining to 
her how to go about creating a more favorable attitude in the 
patient’s home. 

Psychiatric case correspondence has not been established 
long enough to draw definite conclusions from it. However, 
certain principles have revealed themselves in the experiences 
accumulated from month to month in developing psychiatric 
social work by correspondence. They can be summarized as 
follows: (1) make explanations as clear as possible in order 
to give the Home Service secretary sufficient background with 
which to work; (2) never write a letter upon one topic at a 
time, but always construct a picture of the problem as a whole; 
(3) employ simple language and a simple style and avoid a 
technical atmosphere and vocabulary; (4) attack each case 
with such freshness of point of view that the person whose 
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services are enlisted in its behalf will realize that the matter 
is of vital individual importance even if it is only one in- 
stance in a vast program of activity; a perfunctory letter will 
inspire perfunctory responses; (5) formulate each letter, not 
from the point of view of shifting work out of the office, but of 
getting replies with results. These principles, which have 
evolved from the past few months’ experiences, corroborate 
the general rules given in Mary Richmond’s Social Diagnosis.’ 

In the commercial world, people are beginning to realize the 
importance of correspondence as a business factor and are 
paying more and more attention to it. If business men are 
paying attention to the relations of correspondence to effi- 
ciency, social workers should certainly do the same, since 
there are such various factors that influence the efficiency and 
success of social case work. Application of expert technique 
in the field of social case work means not only a saving of 


dollars and cents, but a saving of human energy and human 
welfare. 


1‘*What method of presentation will most interest him [the local correspon- 


dent] and so win the information or the service? How, for instance, can the 
trouble to which he will be put by the inquiry be justly measured, and every 
effort be made to anticipate his difficulties and give him the details that will 
help him to overcome them? If the correspondent is not personally known, as 
often happens, what circumstances of his occupation, experience, education, and 
of his relation to this particular problem should be borne in mind and turned 
to account in the attempt to make the significance and possibility of the in- 
quiry clear to him?’’ Social Diagnosis, p. 320. 

‘«This longer view . . . enables us, in writing to them, to leave a window 
open, to suggest a prospect beyond the immediate details about which we are 
concerned. It is this prospect, this relating of small details to helpful and 
constructive results in the near future, that will most surely interest them in 
our request and fire them with a desire to have a share in this particular social 
undertaking. Not many words will be necessary, but something of our real 
interest, something more than mere processes, must be suggested.’’ Ibid., p. 327. 
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MARTHA HASKELL CLARK 


| Oo at a time the waiting line lagged by, 
, Each with his tale of shattered nerves and life, 

A household servant worn with drudgery, 

A schoolgirl overtaxed, an unloved wife; 
A sullen, frightened youth with sin defiled, 

A fur-wrapped matron fumbling with her glove, 
A sleepless mother mourning for her child, 

A soul-starved spinster hungering for love. 





Pale wraiths of women, gaunt-eyed wrecks of men, 
I saw them pause and gather heart again. 






To each he gave the best he had to give: 
To one, the age-old master-words, ‘‘I can!’’ 
| To one a fresh incentive still to live, 
' To one, a new-found faith in God—and man. 
But to them all he gave himself unspared, 

Not loftily aloof, nor heedlessly, 
But to the dregs each bitter cup he shared 

And poured them endless wine of sympathy. 


They seemed to me, who watched them there apart, 
Like unclean leeches fastened on his heart. 






But once, between one patient and the next, 
His glance songht swift a picture on the wall, 
Like one who reads an old and well-loved text— 
A range of fir-pricked mountains, that was all. 
Yet suddenly I knew what balsamed air 
Had cleft the room’s wan atmosphere of pain, 
To linger one cool, fragrant moment there 
And hold him calm, and quiet-eyed, and sane. 


Reprinted from Harper’s Magazine, December, 1921. 
[156] 
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Wuar tHe Strate Demanps or Its SENTINELS oF MENTAL HEALTH. 
By Donald A. Laird. Medical Record, 100 :500-4, September 17, 
1921. 

The author’s point of departure in this paper is the self-evident 
proposition that the mental health of the community must be secured 
by work done in the community itself rather than in the wards of state 
hospitals. Mental hygiene is a phase of general hygiene and as such lies 
properly within the field of preventive medicine. The predominant 
tendency in all modern health work is to pass beyond the hospital, 
clinie, and dispensary and enter the everyday lives of the people of 
the community. Mental hygiene should be no exception. It should 
focus its attention upon causes rather than upon irrevocable effects. 
‘‘The mental hygienist should concentrate his prophylactic efforts 
upon the everyday activities of the personality in the household, in 
the street, in the factory, or in the forum.’’ 

The attempt is sometimes made to distinguish between ‘‘normal 
mental hygiene’’ and ‘‘abnormal mental hygiene’. The author ques- 
tions whether the latter term is permissible. ‘Strictly, yet’ broadly, 
defined at present, hygiene is ‘that department of knowledge or prac- 
tice which relates to the maintenance of health’ (New Ozford Dic- 
tionary), or ‘the seience that treats of the laws of health and methods 
of their observance’ (Gould’s Practitioners’ Medical Dictionary). 
And plainly enough, beyond all controversy, the maintenance of 
health and the observance of the laws of health are far more than 
merely the absence of disease. Evaluated in terms of the accepted 
present-day designations of hygiene in fields other than mental, we 
find that so-called abnormal mental hygiene is an imposter. ‘ 
There is a place for abnormal mental-health work in the field of public 
health, but this is a sanitary science and not hygiene. Those psychi- 
atrists who concentrate their efforts and attention upon institutional 
cases and overt maladjusts may be furthering knowledize and rehabil- 
itating their patients, but they are not, ipso facto, hygienists. Not 
until psychology, psychopathology, medical psychology, and medicine 
use their hygienic tourniquets to dam the flow of personality into the 
state hospitals and sanitaria will the term mental hygiene be more 
than flimflam and mockery.’’ 

The author does not mean by this to discredit the splendid work 
that has been done in mental hygiene by the central agencies or- 
ganized for that purpose. They were the pioneers who blazed the 


trail. But the time has now come when the greater part of the active 
[157] 
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work in this field should devolve upon the local custodians of the 
community’s mental health. 

**It is these local mental hygienists, who have their fingers continu- 
ously on the pulse of the community and the personalities of that 
community ever under observation, who will render greatest aid in 
lessening the flow of these personalities toward the colossal monuments 
to mental as well as physical end social maladjustment—the state 
hospitals. As in the case of typhoid fever, for example, where sources 
of infection must be guarded against and carriers identified and freed 
from their potential danger to the body politic, and where it is essen- 
tial that the patient be given early treatment and not simply care, 
so in mental adjustments the possibilities for undesirable and per- 
nicious adaptations must be guarded against individually and collec- 
tively and the early prodromal signs of maladjustments observed, that 
readaptations and regulations may be effected. Those to whom this 
duty falls are the outposts, the sentinels of mental health. Theirs is 
the most imperative and constructive work in the conservation of men- 
tal health, happiness, and social and economic values.’’ 

These sentinels include clergymen, teachers, lawyers, parents, social 
workers, and many others, but one stands out above all the rest—the 
family physician or general practitioner. So far as constructive work 
in mental hygiene is concerned, the general practitioner is in a far 
better strategic position than the specialist in mental disease, who 
deals for the most part with cases in which the general practitioner 
has either neglected his functions as a custodian of mental health or 
has failed to perform them adequately. 

In view of this supremely important position of the general prac- 
titioner in relation to the community’s mental health, it is pertinent 
to inquire what use the state is making of his services in this field. 
Even in progressive states to-day practically the only demand that is 
made upon those services is in passing upon cases for commitment. 
‘“‘The state is apparently unconcerned with the personality of its 
citizens before deterioration is so far advanced or so badly disordered 
in its functioning that the commitment stage is reached.’’ 

Moreover, the qualifications required by the state for even this nar- 
row responsibility in mental-health work are inadequate. The state 
medical licensing and examining boards, which pass upon the fitness 
of those who would practice medicine in the respective states, deter- 
mine that fitness according to certain prescribed standards—usually 
graduation from a ‘‘recognized’’ medical college, a certain moral char- 
acter, a few educational requirements, and an examination by the 
board. ‘*The most that the state boards can expect from their can- 
didates at present, aside from a special interneship or other special 
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training after graduation, is a diploma from a class A medical col- 
lege. And what specific preparation for work in mental hygiene, 
either in a broad or a narrow sense, can be universally relied upon 
from graduates of these class A medical schools? 

‘*In defining the standards to be met by acceptable medical colleges 
the Council on Education of the American Medical Association wisely 
permits of a short range of eclecticism in the clinical years of instruc- 
tion. Certain clinical requirements are definitely stipulated, how- 
ever. Such is the case in obstetrical experience. But nothing is set 
up as a goal for nervous and mental diseases or psychiatry or mental- 
health training. It is stipulated that hospital facilities shall be avail- 
able for children’s diseases, contagious diseases, and nervous and men- 
tal diseases. No definite experience is particularized, however, and 
definite instruction in psychiatry is not mentioned. None of the pre- 
medical educational requirements specified for these acceptable schools 
ineludes psychology as a sine qua non for preparation, so one cannot 
expect the final product of the class A school to be invariably or 
usually equipped with the background essential for a comprehension 
of the ‘normal’ mental hygiene which we have found is the real 
hygiene. 

‘*Only a limited number of the acceptable schools have a separate 
department of psychiatry or a distinct professor of psychiatry. What 
instruction is given in this field is usually by ‘bicycling’ or by calling 
upon a state-hospital physician for a few lectures. Instruction is 
usually of the manikin type and the clinical experience is incidental 
and vicarious. Many schools are frankly reluctant to include psychi- 
atry in their curriculum which is ‘already crowded with more neces- 
sary subjects.’ ° 

**And just what do the state boards exact from their examinees as 
a demonstration of capability in mental hygiene? We will find an 
answer to this in the complete questions which are at hand for one 
state-board examination in each of twelve states in 1920. A total of 
1,051 questions are in these examinations. There are seven questions 
out of this number which can definitely be considered as directly test- 
ing the candidate’s fitness as a sentinel of mental health. These seven 
crucial questions were distributed among four states only. The re- 
maining eight states made no effort during the year in question to 
probe their candidates’ fitness in this respect. 

**Of the four states that did consider their practitioners’ capability 
as mental hygienists of sufficient importance to examine into this 
phase of their information, we find one state asking four questions 
(out of 120) on this topic. This state was Texas. Three of these ques- 
tions were included under jurisprudence and one under pathology. 
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Two other states included one pertinent question under the quiz 
on practice of medicine, while another state had one under obstet- 
ries. 

“Obviously the general practitioner is rarely qualified for even 
giving the advice in commitment eases requested from him by the 
state. And as sentinels of mental health, one can rationally expect 
but little from this group.’’ 

As an example of what is being done to better conditions, the author 
cites the case of the Board of Registration in Medicine of the Com- 
monwealth of Massachusetts, which ‘‘is considering demanding a 
medical course in psychiatry or nervous and mental diseases from its 
candidates. It is also probable that at a future date this progres- 
sive board will notify the medical schools that all applicants ‘will be 
examined in neurology, including psychiatry. 

‘“There area few states which have the facilities avilable for train- 
ing in ‘mental hygiene as a state project. The licentiates could be 
given training at these centers before being permitted to practice 
and with bounteous remuneration to the state as well as to the embryo 
practitioners. To take New York State as an example, this state 
has a splendid psychiatric institute on Ward’s Island which is used 
largely for the training of physicians in the service of the state hos- 
pitals. If it has been found necessary to provide special postgraduate 
training for those in charge of the overt and total maladjusts, there 
is certainly greater nced for training those whose duty it is to nip 
in the bud, so to speak, the potential and the beginning maladjusts. 
And in the ease of New York State one finds an established institu- 
tion which is admirably fitted for giving that training.’’ 

From the economic as well as the hygienic standpoint, present con- 
ditions are a menace. The passing of 60,000 persons annually into 
the state hospitals for mental diseases is a waste that must not be 
allowed to go unchecked. ‘‘As a sentinel of mental health, the family 
physician is the keystone in the arch of hygienic progress, and not 
until the states demand adequate qualifications for this sentry duty 
will the ebb and flow of human personality between disease and in- 
efficiency be lessened.’’ 


Nevroses In Business Lirz. By Louis Casamajor, M.D. Netrologi- 
cal Bulletin, 3 :237-42; July, 1921. 
The problem of the industrial neuroses, which has assumed ‘such 
importance since the advent of workmen’s compensation laws and 
compulsory accident insurance, is complicated by the fact that these 


1A law enacted by the 1921 legislature, to become effective July 1, 1923, 
includes psychiatry as one of the subjects in which applicants for registration as 
physicians in Massachusetts must be examined. 
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neuroses so often develop where there is no possibility of a claim for 
compensation. 

**To study only those industrial neuroses in whose causation an 
element of trauma may be included and where compensation is a 
possibility, is to observe only one phase of the question. Were desire 
for compensation the only factor, the problem would be simple. It 
would then be a question, not of neurosis, but of malingering; in other 
words, the desire to be sick would then be conscious rather than un- 
conscious, as it is in the neuroses. Certainly this is untrue in the 
vast majority of cases. Osnato stresses this point as follows: ‘The 
Compensation Law of this state (New York) allows a maximum weekly 
indemnity of $15. Certainly this sum can be earned by the average 
laborer even though he is not particularly skilled. Besides this, many 
patients are married and have families and there is every reason for 
them to return to work as soon as possible.’ Again, were these 
neuroses unknown in business life, where there can be no claim for 
compensation, there would be less difficulty in their interpretation. 
This also is far from the truth. Such neuroses are very common, but 
usually pass unnoticed, for the monetary asset value of the neurosis 
is absent, the patient has no claim on his employer, and the relation- 
ship of the work to the neurosis is overlooked.”’ 

The present paper is a discussion, illustrated by case histories, of a 
number of cases of such neuroses examined by Dr. Casamajor during 
the past two years. The neurosis in each case was quite unassociated 
in the patient’s mind with his employment, but the underlying 
mechanism was the same as in the compensation neuroses, and Dr. 
Casamajor feels that if any of these patients had sustained a trauma 
in connection with his work, he would have developed the typical 
traumatic neurosis. 

The patients are divided into three groups: the adequate, the dis- 
satisfied, and the generally maladjusted. No case belongs exclusively 
to any one of these three classes, since elements of all three are to be 
found in each. One outstanding feature is common to all: no one was 
satisfied with his job. All of these patients had many good reasons 
for being satisfied with their work, but they had also reasons for be- 
ing dissatisfied—usually reasons that they were ashamed of and did 
not want to admit even to themselves. ‘‘These latter reasons were 
more or less unconscious, and it is in this conflict of reasons that we 
see the causation of this neurosis as of every neurosis, both in civil 
life and in war.’’ 

The three gréups are described by Dr. Casamajor as follows: 

‘*The inadequate is the individual who is not equal to his job. 
When he finds himself in a position which is beyond his ability, he 
becomes fearful that he will not succeed. He dislikes responsibility 
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and would prefer to earn his living in an easier way. To do so, how- 
ever, would reduce his income, and he finds himself with a real con- 
flict on his hands. Primarily, he is afraid of failure, and his illness 
(neurosis) is an excuse for failure and a reason for not attempting 
success. The onset may be at any time and is usually induced by a 
change in the patient’s working conditions, either promotion to a posi- 
tion of greater responsibility and beyond his capacities, or a mis- 
fortune which complicates the business life by requiring greater re- 
sponsibility and activity. Since fear lies at the basis of the mechan- 
ism, anxiety is the principal symptom of the clinical picture.”’ 

The dissatisfied group is the largest of all, including as it does the 
great majority of the neuroses of business life. ‘‘We nearly all be- 
long at least in the border-land of this group, but most of us do not 
develop neuroses to solve our difficulties. The neurosis arises in the 
individual who likes the remuneration he gets from his work, but dis- 
likes the work itself and the type of life it forces him to lead. The 
symptoms are not usually severe and most of these patients struggle 
on without applying for medical aid. However, should the patient 
suffer an accident for which the employer could be held responsible, 
a typical traumatic, litigation neurosis might easily appear. Many of 
these patients are young men who have served in the army and have 
had considerable difficulty in readjusting themselves to civil life. Life 
in the army, while not an ideal one, nevertheless is not totally un- 
pleasant. It has its advantages in the strong patriotic emotion, a 
certain prestige, and a freedom from great financial worry, which 
appeal even to the moderately indolent. . . . As a rule these 
patients recover rapidly under analytic and suggestion treatment.’’ 

The third group are those whose difficulties in business life are only 
a phase of their general maladjustment. Their difficulties with their 
home life are of much greater importance, and their work is often a 
means of escape from the home. These cases are deserving of con- 
sideration, however, because they are the ones that after a slight 
trauma most easily develop into typical litigation neuroses. 

Considering the artificial conditions of life in our great cities, Dr. 
Casamajor wonders that the neuroses of business life are not more 
common. 

‘‘When an injury for which an employer can be held responsible 
oceurs, such dissatisfaction can be capitalized unconsciously and the 
traumatic neurosis becomes the logical sequence. Bailey has em- 
phasized the other side of this same picture in deseribing his experi- 
ences in the wreck of a ‘Banker’s Special’. Of the 150 men on this 
train, all men of position and fairly well satisfied with their lives, 
‘not a single one developed a traumatic neurosis and no claims of any 
importance were brought against the railroad company’.’’ 
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KLINISCHE UND GENEALOGISCHE UNTERSUCHUNGEN UBER ‘‘Morav In- 
sanity’’. By Frederick Meggendorfer. Zeitscrift fiir die ge- 
samte Neurologite und Psychiatrie, 66 :208-231. 

Meggendorfer has collected 100 cases of psychopathic delinquents 
whose histories are obtainable over a period of from ten to 
forty years, and has attempted to study them in the light of those 
histories. Many of the cases had come into the institutions when 
they were young, and a number of years had elapsed, so that he was 
able to get a perspective on their lives. In this paper he has divided 
these patients into several groups. He considers only two groups, 
one that he characterizes after the manner of Kraepelin as affect 
epilepsy and another that he terms parathymia. 

He would have it understood that he does not relate th fect 
epilepsy to true epilepsy. In a few cases of true epileptic acks, 
occurring before the classification of affect epilepsy has been made, 
the psychic structure rests upon the basis of seizures. As a rule, 
these patients as children are very difficult. They are restless, have 
many and long tantrums; later they are very irritable, vain, tease 
their fellows, and plague their teachers. Often they are intelligent 
and virile young people. But early they show a tendency to lie, de- 
ceive, and swindle. In many of them appear conditions that suggest 
the mood change of epileptie attacks. The attacks simulate true 
epilepsy, and often cases show what might be considered a status. 
One can also observe other epileptic appearances, such as petit mal, 
dizziness, confusion, and fugues. However, the typical character 
changes of genuine epilepsy and of epileptic dementia are absent; 
therefore, the attaeks are frequently related to hysterical attacks. 
Besides the affect epilepsy, these patients have conditions that Meg- 
gendorfer characterizes as affect drunks, affect deliria, and affect 
déimmerzustande. After these attacks have passed, it is thought that 
the patients have simulated. In institutions these patients tend to 
show hysterical signs and theatrical manners while the attacks dis- 
appear, but as soon as they leave the institution, they begin again. 

Meggendorfer gives six family trees of patients of this group, show- 
ing a very great amount of psychopathy without marked evidence of 
psychosis, feeblemindedness, or epilepsy. He considers that this 
familial tendency is the corner stone of a certain psychopathic con- 
stitution and that in the course of generations there results a picture 
with a new combination due to the polymorphous heredity. The 
prognosis in this group—and ‘this includes some very severe cases— 
is in general quite good. Around the twentieth year there is a tend- 
ency towards stabilization. The great danger to this type is alcohol- 
ism. In the statement of prognosis he gives the following: one case, 
twenty-nine years of age, for seven years has done well; another, 
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thirty-one years of age, social behavior good for ten years; another, 
thirty-two years of age, satisfactory reactions for twelve years. A 
thirty-eight-year-old individual showed no gross disorder for thirteen 
years. Still another, forty-four years old, has been reacting in a so- 
cial manner for eleven years. 

The second group, characterized by the term parathymia, as chil- 
dren show a tendency to great pride and opposition to control. Later 
a tendency to lying appears, or on the other hand they may be easily 
influenced and hang heavily on their parents. In school they do 
quite well, but their general tendency is to become from year to year 
less satisfactory. In their higher classes they are flighty and given 
to fancy. They become restless and difficult. They hold back from 
their fellow students. Frequently they appear pale; they acquire a 
habit of masturbation. They mature young. Girls of this group are 
easily led and seek sex gratification, and as a rule become prostituted. 
In school they ‘have no interest or further tendency to study, though 
the teacher has the impression that they could do well if they only 
would. They become difficult, tactless, and impudent toward their 
relatives. They draw away and lose all their former tenderness. To- 
ward strangers they are quite different, however, and tend to flatter 
and try to make a good impression. They tend to spend a lot of care 
upon their persons, dressing in the latest mode. Signs of affection 
toward the family vanish; they are without tact and without shame. 
The young men get into great financial difficulties and stop at no 
means to gratify their own ends. When they arrive at an institution, 
they show no definite psychotic manifestations. However, upon a 
very careful examination, there is evidence of vague, flighty, visional 
and auditory misinterpretations; also ideas of being influenced and 
persecuted. Their ability to follow a line of thought does not seem 
to be disturbed. However, they are often very superficial. There is 
no critique of their own motives. They lie often in the face of facts 
and try to put the blame on others. Sometimes they are repentant, 
but more often they have no shame or understanding of their acts. 
They are not interested in the situation. Their attitude toward their 
relatives is brutal; they are quite self-confident—see no difficulty in 
the future. When relatives or parents come to visit them, they be- 
come excited and angry. Occasionally they are somewhat depressed 
and anxious, and have hypochondriacal tendencies. When long ob- 
served, they show a certain lack of any goal in their thoughts and acts. 
They frequently seem to deteriorate and seek their outlets in various 
erimes. So they vary between freedom, imprisonment, and institu- 
tions for mental disease. Only in rare instances do they stabilize in 
later life. 


Meggendorfer gives five family trees of such patients. In this 





ABSTRACTS 165 


group one sees a considerable amount of mental disease, particularly 
dementia praecox, either in the ascendents or in the collaterals. He 
feels that the patients themselves show signs that are closely related 
to what one sees in dementia praecox, and he believes that they belong 
to the type of psychopath who has a certain relation to the schizo- 
phrenic. He doubts whether it is fair to call these people psycho- 
pathic, meaning by the term the constitutional anomaly in which 
the condition in these diseases lies between normal and abnormal. 
He says it is very doubtful whether these patients show this condi- 
tion. Thus, for instance, the first patient of his group in his youth 
was an industrious student, showed great love for his mother, sis- 
ters, and brothers, and only later lost this interest and fell away from 
his parents and brothers and sisters. In place of the affection of the 
earlier life there developed a tendency to hate and to draw away; he 
separated more and more from the conditions of his family and be- 
came criminal. Somewhat similar conditions were seen in the others. 
Meggendorfer believes that these cases are related to schizophrenia. 

As to the basic symptoms of schizophrenia as conceived by Bleuler, 
there is much in common between patients of this type and the 
schizophrenic. Meggendorfer considers that there is an ambivalence 
in Bleuler’s sense. The patients lose interest in their former tend- 
encies and desires, in family and social relations. There is a lessen- 
ing of feeling. Parathymia is indeed the chief sign of these cases. 
Phenomena of ambivalence and ambitendence are observed. The 
patients love and hate the same object at the same time, and in their 
relations to their surroundings, their thoughts, and feelings, and their 
acts, they show antithetic tendencies. In the sense of Bleuler, they 
present accessory symptoms of schizophrenia as flaccid appearance. 
The sign that Kraepelin considers the fundamental of dementia prae- 
cox—‘‘a weakening of the emotional control which directs the im- 
pulsive tendency of our wills’’—is present. If one sees in these above 
mentioned factors the intra-psychic ataxia of Stransky, the similarity 
is more marked. The disorder usually appears about the time of 
puberty. It develops either in an abnormal, fine, quiet, model child 
or in a nervous, irritable, headstrong child such as we see in a case of 
undoubted schizophrenia. In general the prognosis is unfavorable, 
but occasionally we see an improvement with residual defect. The 
continual change of mood, the social inabilities, are indeed a sign of 
mental deterioration, as is the intellectual deterioration. Meggen- 
dorfer would feel that this is most closely related to the hebephrenic 
or probably what Kahlbaum has described as heboidophrenia. The 
real difficulty is a deterioration of mood—therefore, the name 
parathymia. 
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A Mixp Taat Founp IrsexF; AN AvrtopiograpHy. By Clifford 
Whittingham Beers. Fifth edition (revised). New York: Long- 
mans, Green, and Company, 1921. 368 p. 

It is not given to every man to turn his misfortunes to good account, 
nor is it always feasible to contribute through one’s own ills to the 
welfare of society. Mr. Beers, the author of this book, has been able 
to do both. 

Now a successful man in early middle life, both mentally and 
physically vigorous, the author can look back to a period, from his 
twenty-fourth to his twenty-sixth year, when he was far from being 
either healthy or happy. Indeed, during these two years he was 
insane. But fortunately he suffered from a type of psychosis that 
passes. He made a good recovery. 

Most persons who recover from mental disturbance put the experi- 
ence as far as possible out of their minds. They try entirely to forget 
it. They never willingly refer to it.. Their friends and relatives 
enter into a conspiracy of silence regarding it. Though Mr. Beers 
has, we may assume, felt a similar inclination, at times at least, 
luckily for the world he has overcome it. He has given us in this 
volume a personal account of mental suffering that is unique in the 
annals of psychiatry. 

Not that the author of this book is the only person who has been 
insane and recovered who has written an account of his memories of 
the disturbed period; there are a number of documents of this sort 
extant. But Mr. Beers’ account is unique because of its literary 
quality—it is distinctly a contribution to general literature—and also 
beeause it has become the starting point of an important social reform. 
Most autobiographies emanating from minds that have been dis- 
ordered, even from those that have returned to a healthy state, have 
not been remarkable either as literary contributions or as stimuli to 
social betterment. 

Many men capable of judging have commented upon the literary 
merits of Mr. Beers’ autobiography. Professor Lounsbury has said 
that though truthful documents are unapt to be well told, Mr. Beers’ 
account is both truthful and well told. 

The late Professor William James read the manuscript before it 
was published and wrote that the author had ‘‘handled a difficult 
theme with great skill and produced a narrative of absorbing interest 
to scientist as well as layman’’. And the late Cardinal Gibbons, who_ 
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read the first edition, said of it: ‘‘To me it is a wonderful book. I 
searcely remember having read anything which stirred me so deeply 
or left upon my memory stronger of more vivid impressions.’’ For 
its literary value alone Mr. Beers’ autobiography may in the future be 
grouped with De Quincey’s Confessions of an Opium Eater. 

From the standpoint of social reform, this book marks the beginning 
of an epoch. When he wrote the book, the author had in mind pre- 
dominantly the remedying of certain abuses connected with the treat- 
ment of insanity, and starting work in the prevention of mental 
diseases. The publication of the volume has contributed to these 
ends. It has, however, done much more. It started the broad health 
movement that is now represented by the work of The National Com- 
mittee for Mental Hygiene, a social contribution everywhere recog- 
nized as of high value. 

In the revised, fifth edition now before us, the contents have been 
rearranged to the advantage of the reader. The story of the author’s 
experiences now appears as a continuous narrative, separated entirely 
from other matters. The mental-hygiene movement and the work of 
The National Committee for Mental Hygiene are dealt with in an 
appendix. 

Readers not already acquainted with this narrative of Mr. Beers 
have a thrilling experience before them, for its interest exceeds that 
of most novels, and yet the story is not fiction, but the author’s actual 
remembrances of his experiences. Mr. Beers, on recovery from his 
illness, became a zealous reformer, in the best sense of that much 
abused word. He organized The National Committee for Mental 
Hygiene in 1909 and has from the beginning served continuously as 
its secretary. The account he gives in the supplementary material at 
the end of his book of the National Committee, of its organization, of 
the seope of its work, of the plan for an ‘‘ International Committee’’, 
and of some of the plans for the future, makes very interesting read- 
ing by itself, and is soon to be issued as a sequel to his life story. 
But the book is to be recommended not alone for the influence it may 
exert in favor of the mental-hygiene movement, but also and especially 
on account of its intrinsic literary merits as an autobiography. 


Baltimore, Maryland. Lewe.uys F. Barker. 


Human BEHAvioR IN RELATION TO THE Stupy or EpucaTiIonaL, So- 
CIAL, AND Eraican Prostems. By Stewart Paton, M.D. New 
York: Charles Seribner’s Sons, 1921. 465 p. 

There has been a steadily growing tendency in psychiatry to 
broaden our view, as well as the field, of the neuroses and 
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psychoses. In no department have there been such pronounced ad- 
vanees as in that of gaining a better understanding of the basic con- 
cept of personality and character. As a contribution to this end, 
; Paton’s book is invaluable. In such chapters as the following he out- 
lines the increasing need of the study of human behavior: The Study 
5 of the Individual in Relation to Educational and Social Problems ; 
Special Mechanisms of Adjustment; The Development of the Person- 
ality; Organization and Synthesis (Temperament, Character, and In- 
telligence) ; Controlling Mechanisms (Inhibition) ; Factors Determin- 
ing the Trends of Activities (Dispositions) ; Habit Formation; In- 
$ volution of the Personality; Imperfect Organization of Activities 
(Conflict and Dissociation of the Personality) ; The Intelligent Direc- 
tion of Activities (Education) ; The Study of Man im Relation to the 
i’ Progress of Civilization. 
| 2 The author indicates the complexity of his subject and the different 
methods by which it may be undertaken, and points out the manifold 
difficulties that beset such investigations. Contrary to what has re- 
cently been urged in some quarters, there is really a ‘‘ psychiatric 
point of view’’, at least one that is still in sharp contrast to the usual 
mechanistic attitude of attack by many neurologists in the study of a 
3 neurosis. In short, the psychiatric viewpoint is the biologic one and 
2 has been markedly so since dynamic psychology has been to the fore. 
: 3 What is this biologic approach? It literally concerns the living activi- 
ties, the human behavior of a functioning being as a whole. It em- 
braces its heredity past, its present, and its portent of future adapta- 
tions to living conditions. Unfortunately Paton more than once con- 
trasts heredity and environment in contradistinction to the personal- 
' ity per se. These states are so interrelated that they are quite indis- 
12 soluble. Perhaps Dr. Paton has found it difficult to use exclusively 

such terms and phraseology as the intelligent layman may understand, 
but he has succeeded beyond most expectations. The work is entirely 
readable and one worthy of full recommendation. 

L. Prerce CuarK. 








New York City. 


Tue Psycmotocy or SusnorMan Cumpren. By Leta S. Holling- 
worth, Ph.D. New York: The Macmillan Company, 1920. 
288 p. 

This book is well written, brief, and clear. In make-up it is at- 
tractive, the print being large and the paragraphing such as to at- 
tract the eye. 

Dr. Hollingworth has used as her material for the book not only 
her own acute and constructive observations and studies, but she has 


also incorporated the experiments and. findings of many physicians, 
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psychologists, teachers, and all those engaged in any study in the 
field of mental deficiency. The findings have been carefully analyzed 
and are clearly presented. The result is a book that is a digest of 
all the findings concerning the various phases of mental deficiency. 

The comprehensive scope of the book may be seen from an enumera- 
tion of the sixteen chapter heads: Individual Differences; The Seien- 
tific Study of the Mental Defective; The Definition of Mental Defici- 
ency ; Identification; Are the Defectives a Separate Species? Arrested 
Development ; Are the Feebleminded Equally Feeble in All Respects? 
Physical Traits of the Feebleminded ; The Instincts and Emotions of 
the Feebleminded ; How Do the Feebleminded Learn? Can the Feeble- 
minded be Made Normal by Any System of Education? The Causes 
and Prevention of Mental Deficiency ; Secondary Causes; Nervous and 
Mental Disorders Which May Complicate Mental Deficiency; Special 
Classes and Special Schools. 

Of especial interest at this time is Dr. Hollingworth’s discussion of 
the relation of physical defects to mental deficiency. Nutrition classes, 
remedial operations for adenoids and tonsils, treatment for carious 
teeth, and broadening of the dental arch are still advocated by many 
not only for the benefit of such procedure to the general health, but 
also as a cure for mental deficiency. Dr. Hollingworth points out 
that primary mental deficiency is due to a defective germ plasm, and 
that there is no scientific evidence that the removal of the tonsils or 
the treatment of carious teeth ‘‘have the slightest effect on the intel- 
ligence quotient’’. In this, of course, Dr. Hollingworth represents 
a point of view that is in keeping with her own training and experi- 
ence, but not one that ‘is held by many other investigators whose train- 
ing and experience have been different. Many physicians believe from 
their clinical experience that treatment of physical handicaps and 
proper feeding do improve the intelligence of children. Whether this 
is so or not so cannot be stated with finality, of course, until these 
cases are checked up both before and after treatment by psychological 
tests. 

In discussing the effects of physical handicaps on the mental de- 
velopment, Dr. Hollingworth brings out the much neglected point 
that the physical difficulties often assigned as causative in the case of 
the person of low intelligence are found also in children of superior 
intelligence. A study was made of a group of twenty-five superior 
children, only six of whom proved perfect physically, the rest having 
such physical defects as carious teeth, enlarged tonsils, defective nasal 
breathing, orthopedic defects, malnutrition, and overweight. The 
intelligent quotient of this group (median I.Q.) is 137. The fresh and 
interesting viewpoint of the author is brought out by her further 
comment: ‘‘One would be laughed out of court who would undertake 
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to prove the very superior intelligence of these children to be due to 
their carious teeth, enlarged tonsils, malnutrition, and so forth. And 
yet the same array of data in the ease of the subnormal has sometimes 
led to an inference as inadmissible. The fact is that we find physical 
defects scattered throughout the whole range of intelligence, and the 
relation between the two is almost wholly unknown, except in the 
ease of neurological disorders.’’ 

In the discussion of the small group of secondary causes, she in- 
dieates briefly the outstanding points in the relation of syphilis, the 
ductless glands, abnormal growths in the brain, hydrocephalus, en- 
cephalitis and meningitis, epilepsy, injury to the cranium, and accident 
and disease not hereditary. 

The amount of space devoted to these subjects is not in accordance 
with their very great importance. 

In diseussing whether or not the mental defectives are a ‘‘special 
species’’, the author takes the stand that they differ from other mem- 
bers of society not in kind, but in degree. 

The author brings out some very vital facts concerning the educa- 
tion of the f ebleminded, their learning rate, the transfer of train- 
ing, the sensory ability, and the value of sensory training. The book 
contains many charts of an interesting sort, covering such fields as the 
variability of the feebleminded and their relation to the normal. 

The author states in the preface that the book is addressed primar- 
ily to teachers engaged in this field and to clinicians, and that rela- 
tively little emphasis has been placed on diagnosis and on identifica- 
tion. Nevertheless it should prove helpful not only to the special 
teacher, but also to the general teacher of the grades, to the social 
worker, and to the physician. It should be of special value to the 
school physician. 

This book should find a place on every library list of public schools, 
parents-teachers associations, social workers, and speech teachers. It 
will be of hardly less yalue to the physician interested, not only in the 
organic anomalies with which his patient may be afflicted, but also 
in the problem of adapting the patient to his environment in an in- 
telligent way. 

Smmuey Buanron. 

University of Wisconsin. 


Tre Manner or Man Tuat Kus. By L. Vernon Briggs, M.D. Bos- 
ton: Richard G. Badger Company, 1921. 444 p. 

Dr. Briggs’ valuable contribution to our knowledge of the fae 
logy of the delinquent is interesting from various standpoints. In the 
first place, from the standpoint of the present, it is delightful to read, 
in Dr. Briggs’ concise English, the clinical histories of three psycho- 
paths—Czolgosz, Riecheson, and Spencer, whose personalities once 
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loomed so large on the horizon of public interest. All three were 
murderers who suffered death in the electric chair in the state of 
Massachusetts. Spencer terrorized the town of Springfield for several 
years before 1910 by his childishly daring robberies, which ended 
finally in the murder of a harmless woman whos: house he had en- 
tered and whose screams so confused and terrified the psychopathic 
burglar that he shot and killed her. Czolgosz, who killed President 
MeKinley and whose crime is too well known to need description, was 
mentally deficient ; while Richeson, the handsome Baptist clergyman 
of Cambridge who poisoned the girl to whom he was engaged when 
he desired to marry another woman, was also a mentally abnormal 
type. 

From the standpoint of the future and especially from that of the 
valuable legislation that Dr. Briggs proposes and a part of which has 
already been enacted by the Massachusetts legislature, the book gives 
to those of us who are struggling day by day with the problem of the 
defective delinquent a distinct message of comfort and of hope. 

Finally, from the standpoint of the past, the reader who can put 
himself back ten years into the mental atmosphere of the public 
mind at that period must be impressed most of all by the calm deter- 
mination with which Dr. Briggs upheld his scientific ideals in the 
face of almost universal condemnation and even of personal abuse. 
When Dr. Briggs publicly opposed the execution of Spencer and 
later of Richeson, on the ground that these men were not entirely 
responsible for their actions although they could not be classed legally 
as insane, he exposed himself to a storm of misunderstanding that he 
bore with a dignity and a self-restraint that is seldom met with in 
prophets and reformers who are mentally ahead of the time in which 
they live. It must be for Dr. Briggs a source of deep satisfaction to 
realize that the ideals for which he once fought so bravely have been 
generally accepted by scientific men and are gradually being dis- 
seminated in the minds of the average man and woman of our day. 
The many newspaper clippings that Dr. Briggs includes in his book 
give the reader some idea of the great advance that has been made 
in public judgments of defective delinquents during the past ten or 
fifteen years. Dr. Briggs places the blame for such crimes as the 
murders committed by Czolgosz, Richeson, and Spencer firmly on the 
society that allowed these abnormal personalities to develop along 
psychopathic lines without interference and without any effort to 
alter or restrain their development until it ended in murders that 
shocked the sensibilities of the entire community. He urges that 
when- such crimes do happen, the criminal, if he be mentally deficient 
or psychopathic, should not be executed, but should be sentenced to 
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life imprisonment, during which his personality can be studied and 
such lessons learned from it as will help society to recognize similar 
types in the future and to deal with them before they become danger- 
ous to the community. For these reasons Dr. Briggs’ book should 
have many readers, for it is fascinating to the layman and extremely 
valuable to the man of science. Moreover, the legislation that he sug- 
gests should receive the attention of our more enlightened legislators. 
Dr. Briggs himself may rest assured that his colleagues deeply ap- 
preciate all that he has done. 


JOHN R. OLIVER. 
Medical Service, Supreme Bench of Baltimore. 


Tue Mannoop or Humantry: Tae Science anp Art or Human Enci- 
NEERING. By Alfred Korzybski. New York: E. P. Dutton and 
Company, 1921. 208 p. (Appendices, III.) 

This book has been so much praised—it has been called ‘‘epoch 
making’’—that, having finished it and found little of value in it, one 
wonders if possibly the point of it all has been missed. But on look- 
ing through it a second time, it does not seem that the main points 
have been lost. There are, apparently, three of these, and as they 
are mentioned in each chapter, not once, but several times, to the 
verge of tedium—in fact, the author never seems to get at the real 
problems of the ‘‘science and art of human engineering’’ because he 
is so occupied in belaboring his three points—it is impossible to miss 
them. These points are: (1) Man is not just an animal; (2) Neither 
is he a combination or union of animal with something supernatural ; 
(3) Man is literally a part of nature and of a different ‘‘dimension’’ 
than animals. By this latter, the author means that man is distin- 
guished by ‘‘time-binding qualities’’-—human beings are ‘“‘time- 
binders’’. (Plants are ‘‘chemistry-binders’’ and animals ‘‘space- 
binders’’, according to the author.) 

The expression ‘‘time-binder’’ is the best contribution the author 
- makes. While there would seem to be nothing new in the conception 
of “‘time-binding’’, the expression itself is a happy one, so rich in 
imagination that one is surprised to find it in e book on ‘‘engineer- 
ing’’, praised by engineers and mathematicians, until one remembers 
that genuine imagination lies rather with the engineer and the mathe- 
matician than with the poet and philosopher, as is so commonly 
supposed. 

Count Korzybski is very much in earnest about these three points, 
and while it does not seem possible that an intelligent person would 
take serious issue with any one of them, he would seem to feel that 
the intellectual world is armed to the teeth against them. We have, 
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therefore, not so much a book on the ‘‘science and art of human engi- 
neering’’ as a book devoted to proving that man is not just an animal, 
is not part animal and part supernatural (in fact, is not supernatural 
at all), and is more than animal because he has a fairly long memory 
(time-binding quality) and can use it; with a promise that more may 
be said later, but that not until we have grasped these points will we 
sufficiently understand human nature to consider undertaking human 
engineering. One gets the impression, somehow, that the author has 
been a very busy man in fields quite apart from human engineering— 
he is a military man, one gathers—but that, as an avocation perhaps, 
he has let his mind ruminate on some of these problems until he has 
come to the same conclusion as a good many others—that the greatest 
study of man is man; only, Korzybski stops here while others have 
pushed on from this point and have tried to understand man. It is 
quite evident that while Count Korzybski has been thinking on these 
problems, he has not been studying them in the sense of ascertaining 
what data already exist on the subject of human engineering. It is 
a bit as if an engineer came forward, year 1922, with a book announc- 
ing that there is no reason why a heavier-than-air machine should not 
fly ; that it is important that we develop flying machines, as they would 
have a use both commercial and military; and that he believes he is 
on the track of principles that will make flying possible—evidently 
not aware that the Wright brothers flew eighteen years ago and that 
there has been considerable successful experimentation and develop- 
ment of aéroplanes since. 3 

The general practitioner of medicine, and the layman, frequently 
complain that the psychiatrist uses a language—a ‘‘jargon’’, they call 
it when something eludes them—that they cannot understand. They 
seem to feel that something is being kept from them, that somehow it 
should all be made a little easier for them. They are not altogether 
wrong in this, although they forget that every profession, even every 
occupation or trade, has its own specialized vocabulary: that the rea- 
sons for this vocabulary are definite and important and even apparent, 
if one stops to think, and that one cannot expect to understand techni- 
eal matters of law, or architecture, or bookkeeping, or farming, or 
the teaching of English, without first becoming acquainted with 
some of the special terms commonly used. One can imagine an engi- 
neer, for example, frowning at the technical terms in Paton’s Human 
Behavior—why does the man hide behind these words! It is interest- 
ing to see, therefore, how simply things can be stated for the engineer. 
Here, for example, is Germany mobilized : 

‘*. . . astate is the governing center of an accumulation of human 
beings—of time-binding powers— increasing exponential functions of 
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time. These powers, though the same in kind, differ in degree and in 
respect of individuality. If they are to be united so as to constitute 
a whole, they must be given a common aim; they must, so to speak, 
be reduced to a common base; if they be respectively X™, Y*, Z?, 
and so on, we cannot unite them and compute the whole by adding 
the exponents; but if we give them a common base—a common aim 
or purpose—then we can readily represent the magnitudes of the 
whole constituted by them; if we take X to be their common aim 
or base, then, if Y--aX¥, Z—bX, and so on, we shall have: 


X™.Y"*.Z? .. == XO" X*-P-XP . .. 
mae (GOP. FAO TOTE :. 


The last expression, where the parenthetical coefficient is the product 
of individualities, serves to represent the united powers of all in 
terms of X, the common base, purpose or aim.”’ 

In addition to the contribution of the term ‘‘time-binder’’, Count 
Korzybski’s book will probably be useful in another way. If the book 
arouses interest in the science and art of human engineering on the 
part of the President of the International Rotary Club, the Vice- 
president of the Association of Mechanical Engineers, eminent con- 
sulting engineers, and the professors of mathematics at Columbia and 
elsewhere (all quoted as praising it), it will be the most useful book 
on the subject yet printed. And if, their interest stimulated, these 
business men, engineers, and mathematicians wish to continue their 
studies, they might begin with—a number of books come to mind, but, 
for example, White’s Foundations of Psychiatry. 

Frankwoop E. Wi.iaMs. 

The National Committee for Mental Hygiene. 


Psyonotocy; A Srupy or Menta Lire. By Robert S. Woodworth, 
Ph.D. New York: Henry Holt and Company, 1921. 570 p. 

The prefate of this book tells what the author intended—that it 
should be a textbook for the elementary rather than for the advanced 
student—and this is what it actually is. It. is a stepping-stone to 
advanced work, and yet it is far from being a primer for the unthink- 
ing person. To Titchener, the ‘‘subject matter of psychology is mind, | 
the direct object of psychological study is always a consciousness’’; 
to Watson, on the other hand, ‘‘ psychology is that division of natural 
science which takes human activity and conduct as its subject matter’’; 
and standing between these points of view, Woodworth takes the 
following attitude: ‘‘ Psychology is the science of the conscious and 
near-conscious activities of living individuals. ... Psychology is 
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a part of the scientific study of life, being the science of mental life. 
Life consisting in process or action, psychology is the scientific study 
of mental processes or activities. A mental activity is typically, 
though not universally, conscious; and we can roughly designate as 
mental those activities of a living creature that are either conscious 
themselves or closely akin to those that are conscious.’” Among the 
activities closely akin to those that are conscious are muscular responses 
that have become habitual, glandular responses such as those that 
appear in conditioned reflexes, and elements of one’s own personality 
of which one is not aware. Woodworth would include the methods of 
both the introspectionists and the behaviorists as valid means of psy- 
chological study. He accredits Freud with important contributions 
to the study of personality, though he thinks Freud’s theories are 
open to much criticism. 

The subject material is extensive, and this is not surprising, for 
Professor Woodworth considers that psychology overlaps physiology 
and biology and is related to all of the social sciences, even economics 
and politics. He ineludes many pages of anatomical, physiological, 
and experimental psychological facts. One of the outstanding con- 
tributions that he makes is the application of the idea that tendencies 
exist in individuals to the determination both of the nature and of 
the intensity of emotions. He also modifies the James-Lange theory, 
but mental hygienists are not so much concerned with these technicali- 
ties. 

Mental hygienists would enjoy and find of value the chapter on 
will, particularly the section entitled Securing Action. They would 
wish, however, that Professor Woodworth had made more direct 
applications of his data upon mental life to its problems. The open- 
ing sentence of the book would lead one to hope that he meant to make 
this application: ‘‘Modern psychology is an attempt to bring the 
methods of scientifie investigation, which have proved immensely 
fruitful in other fields, to bear on mental life and its problems.’’ His 
idea is to present theories based upon laboratory experiment, and 
not the practical solution of problems, and he evidently expects people 
to make their own application of his data to the problems of life. 

The old question as to whether practical people can be scientific and 
scientific people practical is always debatable. This book is un- 
doubtedly scientific. Mental hygienists are not yet ‘‘scientific’’, but 
they are being as practical as possible in their dealings with human 
problems, They will find in this book a safe and conservative basis 
for their studies elsewhere, supplying more complete scientific data 
concerning the functions of the mind than any other textbook on 
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psychology. It is a dynamic textbook containing material that should 
be acquired before entrance into any school of medicine or social 
work. 
Tuappeus H. Ames. 
New York City. 


PSYCHOANALYSIS AND THE Unconscious. By D. H. Lawrence. New 
York: Thomas Seltzer, 1921. 120 p. 

One of the curses of this generation is that literacy has far outstript 
the development of education. In consequence many untrained minds 
are provided with the jargon of sciences and philosophies which they 
are incapable of understanding. A further difficulty is that achieve- 
ment in one field of activity seems to establish the successful man 
as an authority on any matter on which he chooses to utter an opinion. 
Because a man can turn out thousands of automobiles at a low price, 
he finds an audience credulously attentive when he declaims the 
purest nonsense about sociological or economic theory. No branch 
of knowledge has suffered more from these tendencies than has psy- 
choanalysis. People who are stupid, people who have no educational 
preparation for the study, and people who are both stupid and un- 
trained read psychoanalytic literature avidly, and then proceed to 
ventilate their views and prejudices in psychoanalytic terms. In the 
book before us we have an example of these dangers. 

The author has some reputation as a poet and novelist. His ignor- 
ance of biology and psychology is so much more extensive than that 
of the average cultured man of the twentieth century that one sus- 
peets it to have been sedulously acquired rather than a native endow- 
ment. With this preparation he has read some psychoanalytic works 
and now gives us his mystical interpretation of the universe clothed 
in the language of psychoanalysis. Properly, the subject matter of 
this book is well adapted to psychiatric analysis—more rational 
theories are expounded by many a dementia-praecox patient—but since 
uncritical persons will certainly read the book, it may be well to have 
patience and examine it as if it were a serious scientific contribution. 

Lawrence begins with a statement of the fundamental problem that 
he finds in psyehoanalysis. He refers to the unspeakable horrors of 
‘‘the repressions which Freud brought home to us’’. At the bottom 
of every neurosis are incest cravings which do not result from the 
inhibition of normal sex demands. These incest tendencies also fail 
to give way before criticism; therefore, they must be regarded as 
part of normal sex manifestations. What he regards as a logical 
conclusion is that the repression of incest should be removed. The 





BOOK REVIEWS 177 


inhibitions must be wrong because they produce neuroses and insanity. 
He says that this is a conclusion which psychoanalysts refuse to state 
openly, but admit to themselves. 

A comment may be made at this point. In the first place, he uses 
the term ‘‘repression’’ in two senses: first, as that which is excluded 
from consciousness and, second, as the process by which the exclusion 
takes place. The effect of this confusion is to vitiate his argument at 
the outset. The folly of arguing that the demonstration of a primitive 
tendency involves an obligation for its direct expression can best be 
shown by analogy. Man goes through a gill phase in his embryological 
development ; the gill arches are transformed into the lower jaw, the 
internal bones of the ear, the larynx, etc. In pathological conditions 
the primitive gill structures may tend to assert their original form. 
Are we, therefore, untrue to our ‘‘real’’ nature when we use our 
gill arches to chew, speak, and hear? The dilemma he presents is an 
artificial one. Our real selves—if one is to use the term at all—are 
what we happen to be at any point of evolution, whether the develop- 
ment be individual or racial. 

The book is written in an effort to escape from this fancied dilemma. 
He quotes Burrow to the effect that knowledge of sex is sin, not sex 
itself (an argument based on the Adam and Eve story). This gives 
him a loophole. The incest motive may not be a true unconscious 
impulse, but only a formulation of it in a specific idea. The impulse 
could then be moral, although its ideational incorporation were im- 
moral, Without this incorporation in an idea, there could be no 
knowledge and hence no sin. His explanation of the dipus com- 
plex is that a man has sex passion all of which he cannot transfer to 
his wife; he also loves his mother. The solution of the problem of 
disposal of the excess passion is in incest with the mother, or at 
least the idea of incest. This is an example of ‘‘idealism’’—i. e., 
“the motivizing of the great affective sources by means of ideas 
mentally derived’’. When the idea is a fixed motive, it becomes a 
mechanical principle. Therefore, ‘‘pure idealism is identical with 
pure materialism. ... The ideal is but the god in the machine— 
the little fixed machine principle which works the human psyche 
automatically.’’ ‘‘Incest is the logical conclusion of our ideals, when 
the ideals have to be carried into passional effect.’’ 

These startling conclusions are based on more illogicality. No 
student of the unconscious, with the exception of Lawrence, has ever 
found the incest fantasy to be a development of marriage or any 
other adult sex situation. It precedes and is a stage in the develop- 
ment of psychosexuality. The problem invariably revealed in any 
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ease of abnormal psychosexual development is concerned with the 
failure to transfer to the wife, or other adult object, the interest first 
felt for the mother. We know, further, that the sex passion for a 
wife is a conscious affair associated with an actual situation, while 
the incest idea is an unconscious fantasy. But, throughout, Lawrence 
fails to discriminate properly between consciousness and unconscious- 
ness. A second error lies in his juggling with words. An ‘‘ideal’’ 
may not be incorporated in definite ideas at all, but may be quite a 
vague, instinctive thing. This destroys the lovely paradox of idealism 
being the same as materialism. 

Since incest is the logical conclusion of our ideals, he proceeds, 
the only way to avoid such disastrous effects is to go back to the true 
unconscious. So far his arguments have been based on logical errors 
that many untrained writers have fallen into, the criticism of which 
may be useful. But the rest of his book is purely mystical. In 
scientific thinking observations are made of external phenomena. 
Generalizations are constructed to correlate the facts, while fresh 
observations serve to confirm the theories advanced or else, if they 
conflict, the theories are modified to suit new facts. The processes of 
mystical thinking are different. The point of departure is not an 
objective fact, but a subjective feeling or internally elaborated con- 
vietion. On this a more or less logical superstructure is built which 
corresponds to the scientific hypothesis and may, indeed, be equally 
logical in its building. The second difference appears in the attitude 
toward new facts. If they fit the mystical theory, well and good. 
But if they controvert it, the meaning of the facts is destroyed until 
they can be warped to fit the preordained scheme. The ‘“‘truth’’ of 
the original feeling is held to be superior to objective observation. 
The tendency to mystical thinking seems to be inherent in the human 
mind and, sad to say, many ‘‘scientifie’’ theories are really mystical 
or are vitiated by a mystical element. The advance of science has 
been achieved by progressive exclusion of more and more mysticism 
from our thought processes. Of course science has no right to claim 
that its methods are the only ones by which knowledge is to be gained 
—that claim will be justified only when everything is understood and 
no unexplained phenomena occur. But science has the right to pro- 
test against mysticism, which is now unpopular as such, parading as 
science. It will be unnecessary to point the reader’s attention specific- 
ally to the mystical elements in the following argument : 

Life—that is, individual life—begins with the first unicellular 
organism. With this is the beginning of ‘‘consciousness’’ [he means 
‘*mentation’’, for he uses ‘‘consciousness’’ as awareness elsewhere} 
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and of the unconscious. Characteristics of individuals, as individuals, 
are not traceable to those of the parents. The origin of individual 
life is, therefore, causeless so far as science goes. This life is really 
the soul. So religion is right and science is wrong. The unconscious 
is the soul; intrinsically the unconscious is beyond cause and effect, 
yet follows the laws of cause and effect in its self-realization. Progress 
is to be obtained by freeing the unconscious from its ideal [he means 
ideational] superstructure, thereby giving its creative tendency a 
chance. [This seems to be an echo of Jung’s view.] 

So far these speculations are harmless enough, being vague, un- 
focused generalities. In order to work with anything it has to be 
made tangible, and Lawrence therefore embarks in quest of biological 
and psychological incorporations of this view and immediately finds 
himself sailing the chartless sea of pure mysticism. He tries to 
formulate that which he says is beyond cause and effect in terms of 
eause and effect. The following nonsense is the result of this effort: 

Individual life, consciousness, which is the unconscious, begins at 
the moment of fertilization of the ovule. The fused nucleus ‘‘remains 
the creative and productive center, the quick, both of consciousness 
and of organic development’’. It lies beneath the navel of the foetus 
and persists there after birth and throughout life as the solar plexus. 
This is in the front of the abdomen beneath the navel [anatomists will 
be glad to learn]. We know it is there because we feel it when we 
are emotionally stirred; also because new-born mammals and babies, 
like ventriloquists, ery from the stomach. The solar plexus directs the 
infant to the mother’s breast. [Lawrence seems ignorant of the fact 
that no new-born infant can find the breast without assistance.]} This 
is evidence of unity with the mother which emanates from this center. 
The next phase in development is the establishment of individuality. 
The baby has tantrums and kicks, which is a rebellious protest of 
individuality. The action proceeds from ‘‘the great ganglion of the 
spinal system, the lumbar ganglion’’, which ‘‘negatively polarizes the 
solar plexus’’. The lumbar ganglion of the mother responds when 
she is irritated by the child’s tantrums. These two polarities—unity 
and protest—make ‘‘the powerful pristine subjectivity of the uncon- 
scious on its first plane. ..’’ The polarities produce the union of 
love and instinctive separation psychologically, while physically these 
are represented by sucking and excretion. The description of the 
tender emotions stirred in the mother by the child’s urination is 
touching ! 

The diaphragm divides the body physically as well as organically. 
Above it develop two centers of objectivity, still belonging to the 
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unconscious. The sympathetic plexus of the breast is the heart’s 
mind—the cardiac plexus. Proof of this is ‘‘knowing in the heart’’, 
which Lawrence, like the ancients, does not regard as mere metaphor. 
The cardiac plexus above corresponds to the solar plexus below. The 
child on the mother’s breast is seeking knowledge of her. The nipples 
in both sexes serve ‘‘as poles of vital conscious effiuence and connec- 
tion’’. ‘‘We do not know how the nipples of the breast are as 
fountains leaping into the universe, or as little lamps irradiating the 
contiguous world to the soul in quest.’’ From the cardiac sym- 
pathetic. plexus streams devotional love. The other upper center is 
the ‘‘strong thoracie center of the shoulders’’ [unknown to anatom- 
ists]. From it goes ‘‘a strong rejective force, a force which, pressing 
upon the object of attention, in the mode of separation, succeeds in 
transferring to itself the impression of the object to which it has 
been attached. This is the other half of devotional love—perfect 
knowledge of the beloved.’’ The two upper centers are separated 
from the two lower ones by a horizontal line—the diaphragm. But 
each pair is also divided into front and back, so there is a vertical 
line as well. The vertical and horizontal lines ‘‘form the cross of all 
existence and being’’, which, he hastens to say, is not mysticism. 
There are four great polarities, and for proper development of the 
true unconscious all four must be exercised. Since they all operate 
in relation with another person, it is also necessary for this develop- 
ment that there be another individual with whose four polarities 
association may be established. 

The brain is merely a terminal instrument of the dynamic uncon- 
scious. ‘‘It transmutes what is a creative flux into a certain fixed 
eypher.’’ The cypher takes the form of ideas. These are static, 
unproductive; creation and progress come from the creative centers 
of the abdomen and chest. 

Will is the faculty for self-determination. It prevents the pre- 
ponderance of the intellect over the true unconscious. [He fails to 
give any anatomic localization for the will as for the other faculties. } 
The identification of the will with the mind leads to madness, because 
what should be an instrument becomes an end in itself. So we are 
left with the alarming conclusion that conscious, intellectual control 
of our lives is really madness! Lawrence assures us that we should 
avoid this and strive for a fuller development of the unconscious. 

The above is a logically arranged digest of what the author presents 
disjointedly and with florid discursiveness. The text is still more 
irrational than what is here presented. Lawrence plainly intends to 
be understood literally, yet, to be charitable, we might assume that 
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he is using anatomical and physiological symbols for the expression 
of psychological concepts. If this were the case, he has outlined the 
development of what Burrow has termed the ‘‘primary subjective 
state’’ and its relationship to the objectivated mental processes which 
we are accustomed to regard as including all mentation. This is a 
concept psychologically tenable and of high pragmatic value, But 
Burrow has elucidated this theory in scientific terms, making it applic- 
able for the solution of clinical problems, while Lawrence has ob- 
fuscated it in a mystical fog. 
Joun T, MacCurpy. 
Psychiatric Clinic, Cornell Medical School. 


QUICKSANDs or YoutH. By Franklin Chase Hoyt. New York: 
Charles Scribner’s Sons, 1921. 241 p. 

Out of the richness of his experience, Chief Justice Hoyt has writ- 
ten this book which tells the stories of boys and girls who have ap- 
peared in his court. It is very specifically stated that there is no 
effort to write a manual on juvenile-court work in general and that 
the stories included are highly selected. Certain problems-are passed 
over for definite reasons—some because their presentation would in- 
volve too lengthy a discussion of the administrative aspect of the 
juvenile court, some because they would fail to awaken popular in- 
terest. ‘‘Nor has any but the most superficial reference been made 
to those two stupendous problems, sex and mental deficiency, which 
underlie so many of our cases.’’ These, the author believes, deserve 
much more intensive study and are hardly suited for a ‘‘book of 
sketches dedicated to the reading public’’. 

Undoubtedly the general reading public will find these stories full 
of interest. There is the story of the gang boy and the genesis of his 
**Crooking Club’’. There is the lad who falls in with bad companions 
and enters into their desperately bad mode of life. There is, too, the 
immigrant youth who becomes antisocial because he does not under- 
stand the ideals of America. Then there appears the runaway in 
search of adventure, actuated sometimes by the loftiest of motives, 
sometimes seeking only excitement and novelty, or perhaps only en- 
deavoring to escape from supposedly—or even possibly truly—tyran- 
nical parents. Again there is the adolescent girl who resents home 
authority, who, sometimes justly and sometimes unjustly, feels her- 
self misunderstood and unappreciated. 

Occasionally a slightly more subtle problem, such, for example, as 
that of the pathological liar, offers material for an interesting tale. 
There are stories full of humor, stories of pathos, stories of neglected 
children where the parents are the true culprits, all told well, with 
all the skill of the story writer. 
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One is glad that in the first chapter Chief Justice Hoyt subscribes 
himself as a believer in the services of the expert—the physician, 
psychiatrist, and psychologist. True, in the body of the book one 
obtains no glimpse of their usefulness or helpfulness. The judge alone, 
through his great knowledge of children, his tact and sympathy, ob- 
tains the truth, discovers the motive, solves the problem. Unfor- 
tunately, experience has taught the reviewer that not all the problems 
appearing in the juvenile court are so readily understood. The un- 
derlying springs of misconduct are frequently unearthed only after 
many hours of earnest study. Indeed, until the facts gleaned by 
physician, psychologist, and sociologist are brought together and in- 
terpreted fairly, reliable knowledge of causations and fairly adequate 
notions of treatment cannot be reached. 

To those judges and workers in children’s courts not so intelligent, 
far-seeing, and resourceful as Chief Justice Hoyt, this book will prob- 
ably suggest much. To the average lay reader, it will offer a group 
of stories interesting in and of themselves, purely as stories. 

Avevsta F. BRonner. 

Judge Baker Foundation. 


THe EXPERIENCES oF AN AsyLUM Doctor, wiTH SUGGESTIONS FOR 
ASyLuM anp Lunacy Law Rerorm. By Montagu Lomax, M.R. 
C.S. London: George Allen and Unwin, Ltd., 1921. 255 p. 

This work is a criticism, or, to use the author’s words, ‘‘an exposure 
of the system of asylum administration’’ in England. It is based 
on the experience of a retired general practitioner who was too old 
for active military duties during the war, but who, wishing to do his 
bit for his country, served as an assistant medical officer in one large 
county asylum for two months and in another for nearly two years. 
In the introduction he states that ‘‘it has not been thought necessary 
to refer to the two asylums mentioned in this book by name’’. It is 
interesting to note that he had not occupied his position ‘‘more than 
a few months before it became evident’’ to him that the administra- 
tive system in vogue ‘‘ permitted the occurrence of grave defects and 
abuses’’. He felt that the only remedy for these abuses was in a 
direet appeal to the public, although his criticisms were never sub- 
mitted to the administrative bodies responsible for the conditions 
in question. 

He admits that it is ‘‘a somewhat ambitious and hazardous under- 
taking to criticize so vast and complex a system as our lunacy legis- 
lation . . . the product during at least two centuries of the most 
acute and learned legal minds’’, although he does so without any 
hesitancy whatever. His sweeping condemnation includes the board 
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of control, the visiting committees, the medical superintendent, the 
medical officers generally, and the employees of the hospitals. ‘‘One 
of the chief defects in our system of asylum government against 
which I protest is that it permits the superintendent of an asylum to 
combine in his own person the dual offices of medical superintendent 
and executive chief.’’ He is of the opinion that the steward of a hos- 
pital should not be responsible in any way to the superintendent or 
come under his jurisdiction. 

To the American reader it seems strange to see so many references 
to ‘‘asylums’’, ‘‘lunacy’’, and ‘‘lunatics’’. In his discussion Wards 
' and General Routine, he refers to ‘‘the victims of fixed ‘delusions’, 
the commonest of all forms of insanity, and one that accounts for an 
eighth part of all inmates of asylums’’. It is hard to believe that the 
punishments inflicted on patients in British hospitals are so general 
as Lomax seems to think they are. The extensive use of croton oil, 
which he refers to.as a punitive measure, seems incredible. The so- 
called ‘‘behind-the-table’’ treatment of unruly and refractory pa- 
tients is one that is unknown in this country and has never been 
noted before in the literature of British psychiatry by the reviewer. 
Quadrangles, often referred to as airing courts, are apparently what 
the author speaks of as ‘‘pens’’. Single rooms are often referred to 
as ‘‘eells’’. It does not seem surprising that in an institution of three 
thousand patients there should have been eighty deaths from influenza 
in a period of three months during the pandemic of 1918. 

The author does not favor having the patients’ mail opened by 
medical officers and insists vigorously on the necessity of letter boxes 
for the use of patients in every ward of the hospital. He objects to 
the ‘‘asylum garb’’, the barracklike buildings, and the dietary in use. 
It is interesting to know that a hospital for three thousand or more 
patients can be prepared for a visit by the commissioners, although 
only ‘‘an hour or two’s warning is generally forthcoming’’. - That 
could not be done here. It is surprising to learn that a British asy- 
lum has to have a ‘‘closet-barrow gang’’ to clean out earth closets 
on a hospital farm, although this is a class of labor which the author 
says ‘‘is common enough in various parts of the country’’. He ob- 
jects strenuously to wasting so much time in writing case records, 
which he seems to think of little value and not often read. The re- 
fusal of the British authorities to recognize the National Asylum 
Workers’ Union he speaks of as ‘‘shortsighted and antiquated opposi- 
tion to the progressive tendencies of the age’’. The statement that 
*‘in few public asylums is there even an operating table or a proper 
assortment of surgical instruments’’ is certainly startling. 

American psychiatrists would favor his recommendation to abolish 
the use of the words lunatic and lunacy in the insanity laws. They 









































184 MENTAL HYGIENE 





would also agree with him as to the necessity of taking steps for the 
recognition and treatment of incipient mental diseases. There is 
room for some difference of opinion as to whether the superintendent 
and other medical officers should be required to have a diploma in 
psychological medicine. The recommendation that there should be 
no distinctive clothing for patients would meet with favor in this 
country. The necessity of having visiting surgeons and hospital 
dentists would not be questioned here. It is interesting to note that 
as ideal asylums he points to the Alt Scherbitz near Leipsic and the 
‘*mental hospital’ at Toledo, Ohio. 
James V. May. 

Boston State Hospital. 





Dream PsycHo.oey, PsycHoaNaLysis ror Bromvners. By Professor 
Dr. Sigmund Freud, with an imtroduction by André Tridon. 
New York: James A. McCann Company, 1921. 237 p. 

It may be stated at the outset that this book does not deserve to 
be read if one is looking for anything new concerning dream psy- 
chology. But it is not so easy to determine the real source of the 

volume, which, by its title and other implications, purports to be a new 

ii or separate book by Freud to which Tridon has been invited to write an 

introduction. To one who is acquainted with Freud’s writings in 
the original as well as in the English translations, it must seem that, 

} aside from Tridon’s introduction, the book consists of reproductions 

i from former English translations of Freud’s writings on dreams. The 

. publishers of the book must have been aware of this, judging by the 

; imprint: ‘‘Copyright Introduction 1921, by the James A. McCann 

i} Company’’. That the farce of foisting a book of this nature on an 

unsuspecting public has its serious side is due to the fact that these 

vendors of Freud’s ideas do not confine themselves to ‘‘ publicity 
work’’, but also engage in the treatment and guidance of a most 
helpless class of sick people, the mentally disordered. 

BerNnarp GLUECK. 

New York School of Social Work. 





Ourwrrttne Our Nerves. By Josephine A. Jackson, M.D., and Helen 
M. Salisbury. New York: The Century Company, 1921. 392 p. 
This book consists of two rather sharply contrasted parts. The first 
portion is a description of the theories of Freud and his disciples, the 
second quite obviously an outline of the psychotherapeutic methods of 
DuBois. 
The book is ostensibly intended for lay reading; therefore, the ques- 
tions that naturally present themselves are the following: 
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1. Is it an accurate account of the present conception of the nature 
and treatment of functional nervous disorders? 

2. Is it written in such'style that it can be assimilated by a person 
who has no professional knowledge of the subject ? 

3. Is it a book that can be read by a nervous patient with profit to 
himself ? 

In regard to the first two questions, one egnnot but be impressed 
with the very clever manner in which the psychoanalytic method is 
outlined. To be sure, it is Freudism in ‘‘sugar-coated’’ form, but 
the subject is evolved simply and logically and in a manner that should 
go far to convince the lay reader of the tremendous influence exerted 
by the emotional life on health and behavior. 

From the remainder of the book it is quite evident that the authors 
are faithful disciples of DuBois, in whose methods they apparently 
place their chief reliance in the treatment of patients. The principle 
of treatment by persuasion is the outstanding feature in all the case 
records quoted, thongh there is a striking paucity of detail in the 
description of DuBois’ methods. For example, the layman is not 
likely to understand the rationale of such treatment as: ‘‘I gave 
him a poke and told him to dress for dinner.’’ 

As for the third question, I am not sure that the book in its en- 
tirety could be profitably entrusted to the average nervous patient. 
The portion dealing with the psychoanalytic school is an excellent 
primer—an introduction for the patient upon whom a partial or com- 
plete analysis is contemplated. The chapters on reéducation, persua- 
sion, and moral hygiene, however, present difficulties that would make 
one hesitate to employ them in the treatment of a patient, for, as 
already stated, many of the case records are not convincing. One is 
apt to be skeptical in the case of the prospective mother who, having 
some apprehension about her approaching labor, talked to one of the 
authors for a few minutes and then went home and had her baby 
without pain. These case records are poured out in such profusion 
that they savor strongly of patent-medicine testimonials. In this con- 
nection, it is a pity that the authors did not take seriously their own 
criticism instead of offering their case records with an apology. On 
the other hand, certain of these chapters are exceptionally well done. 
For example, Dietary Taboos, The Bugaboo of Constipation, and 
Insomnia all contain a great deal of common-sense argument that we, 
as physicians, might profitably employ more frequently in the treat- 
ment of our patients, particularly the neurotics. 

This is nct the place to discuss the merits of the DuBois school. 
We all consciously or unconsciously make use of its principles, per- 
haps more often than we believe. In reading the phenomenal suc- 
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cesses presented by the authors, one is forcibly reminded of the well- 
established criticism of DuBois—namely, that his results are obtained 
not by reéducation and persuasion, but by suggestion. It is only un- 
fortunate that this part of the book could not have been written in 
a@ more convincing manner. 








Harry N. Kerns. 





U. 8. Military Academy, West Point. 









Minp-Enercy; Lecrures aND Essays. By Henry Bergson, Trans- 
lated by H. Wildon Carr. New York: Henry Holt and Company, 
1920. 262 p. 

Whatever one may think of Bergson’s vitalistic theory, a new book 
by him is a philosophical and literary event. Probably no other 
thinker has so thoroughly steeped himself in the profoundest pre- 
supposition of the age—the doctrine of evolution—and certainly no 
other has been able to exploit that doctrine in like manner in the 
interest of moral and religious idealisms. When in the latter part of 
the seventeenth century it was no longer possible to close one’s eyes 
to the fact that a new world had been established by science, a 
vigorous movement soon developed to turn the new discoveries to the 
account of religion and morals. Natural theologies, proving the being 
and attributes of God from the study of nature, issued from the press 
in great numbers. An analogous activity followed the triumph of the 
theory of evolution. Bergson has given classic expression to the 
latter movement, as Paley did to the former. To be sure, Paley 
‘‘crammed’’ for his task and Bergson has assimilated his science, with 
i the consequence that the latter does not attempt to validate, as did 
the former, the common man’s concept of God, but rather to defend 
his abstract right to believe in a spiritual order. 

Mind-Energy, then, like Bergson’s former books, is a vindication of 
the ‘‘higher life’’ in the face of science. It is a collection of seven 
occasional essays on such topics as the relation of life and conscious- 
ness, the function of the body in the life of the soul, psychic research, 
dreams, etc. In these essays Bergson reargues the doctrines for which 
he is well known. Reality is akin to what man meets in his own liv- 
ing consciousness, I say living consciousness, because, according to 
Bergson, we are habitually mistaking symbolic representations of con- 
sciousness for consciousness itself, as, in the case of thinking, we con- 
fuse concrete, living thought with ‘‘an artificial imitation of it ob- 
tained by putting together images and ideas’’. Images and ideas are 
halts of thought. They arise when thinking has made a pause and 
reflected on itself. What thinking is like when it is in process, that 
is what reality, the vital élan, God, is like. 
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This ultimate reality manifests itself in two ways: as duration, 
time, activity, and as matter, space, number. In the one the parts 
interpenetrate, in the other they lie side by side. That is why (among 
other things) mathematical science is final in the study of matter and 
inapplicable in the study of life. 

The history of the universe is the struggle of the vital élan to insert 
itself into matter and thereby realize its purpose. What is this pur- 
pose? And whence this obstructing matter? Here, possibly, Berg- 
son is advancing to a new stage, a stage reminiscent of Emerson’s 
Over-Soul. The end of life’s striving is the creation of a moral per- 
sonality. But this necessitates individual beings and obstructions. 
And matter supplies both. ‘‘Matter is primarily what brings divi- 
sion’’ and matter calls forth effort. ‘‘Thought which is only thought, 
the work of art which is only conceived, the poem which is no more 
than a dream, as yet cost nothing in toil; it is the material realization 
of the poem in words, of the artistic conception in statue or picture, 
which demands effort. The effort is toilsome, but also it is precious, 
more precious even than the work which it produces, because, thanks 
to it, one has drawn out from the self more than it had already, we 
are raised above ourselves. This effort was impossible without 
matter.’’ The aim of life was creation, and this was possible only 
through the medium of matter at once resistant and pliable. And 
the highest form of creation is the moral individual. ‘‘The men of 
moral grandeur, particularly those whose inventive and simple 
heroism has opened new paths to virtue, are revealers of metaphysical 
truth. Although they are the culminating point of evolution, yet 
they are nearest the source and they enable us to perceive the impul- 
sion which comes from the deep. It is in studying these great lives, 
in striving to experience sympathetically what they experience, that 
we may penetrate by an act of intuition to the life principle itself.’’ 

The seven essays illustrate the central truth in various ways. If 
one remains unconvinced after reading the book, it may be for various 
reasons. One may find it impossible to make the assumptions Bergson 
makes; for example, that since man arrived and survived on this 
planet he was aimed at by the vital élan. We have been here so short 
a time, and are so incurably biased in our own favor, that we can 
hardly be trusted to pass judgment on the question. Or one may 
object to the author’s tendency, at critical places, to substitute an 
account of the way things might have happened (in view of a certain 
visualization of facts) for a proof that they did so happen. And 
even while admiring the figures of speech that grace the pages of 
Bergson as of few, if any, other philosophic writer, one may suspect 
that they not only serve in that legitimate capacity, but frequently 
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carry the burden of the argument. Bergson would be more readily 
appraised if there were a code translation for metaphors. 
All in all, Mind-Energy may be recommended as a very readable 
introduction to the author’s views. One cannot read it, I think, with- 
out feeling oneself in the presence of a man of great ability, sin- 
cerity, and originality of expression. And if he does nothing more, 
he will at least shake one’s belief that the mind-body relation has 
been solved. For readers of MentaL Hyareng perhaps the chapters 
of most direct interest are the ones on Dreams, The Soul and the Body, 
and Brain and Thought. The whole Bergsonian literature should 
be of importance, especially if the translator is correct in his sugges- 
tion that ‘‘the philosophical problem before us to-day, if we accept 
the new concept, is to explain the nature and genesis of the uncon- 
scious’’, 
: M. C. Orro. 
University of Wisconsin. 


Bereson AND Future Pumosoppy: An Essay on tHE Score or 
InreLLicence. By George Rostrevor. London: The Macmillan 
Company, Ltd., 1921. 152 p. 

There is one kind of book that is very rare. From most books— 
even good books—the reader carries away little beyond a vague im- 
pression. It is a more uncommon book from which he detaches ideas 
or expressions serviceable as more or less permanent intellectual tools. 
But the book I mean belongs to a higher category still. It is one that 
feeds the very tissue of the reader’s thought by a sort of mental 
osmosis—having read which he finds it impossible to be certain exactly 
what his views were on the subject dealt with in the book before he 
read it. That is the vital kind of book I believe George Rostrevor to 
have written in this instance. 

I admit that I was notin the least prepared for this. I knew the 
author to be a poet writing on a theme that tempts to vagueness and 
occultism. What I expected—an expectation born of experience— 
was a new variety of emotionalism and a new variation on obscuran- 
tist phraseology. Instead, here was obvious loyalty to intellectual 
standards; here were vigorous logic and a clear, simple, direct style. 
Quite as obvious was a wider and richer and more normal contact 
with life than philosophic writings in general show. 

The book is a small one, less than 150 pages, omitting a short 
appendix. For all that, it deals in a fresh manner with a large theme 
—the nature of life, and how the real nature of life may be known. 
Rostrevor takes his start from Bergson’s argument for the reality of 
duration or time; from the fact that our experiences are not laid down 
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in juxtaposition, but interpenetrate. He feels, as many of us do, 
that we are apt to be run off our feet by the dazzling successes of 
analytical science, and hence to visualize the universe, including life, 
as a congeries of discreet particles moving according to mathematical 
laws. 

‘*Nothing can be accounted for entirely’’, Rostrevor contends, ‘‘and 
life itself can be accounted for very little, if we fail to recognize the 
reality and the true nature of time.’’ 

**The reality of time’’, he writes in a very quotable paragraph, ‘‘is 
sndeed the first principle of Bergsonian metaphysics. It is essential 
to the nature of life that it endures, that its moments interpenctrate, 
that it prolongs the past into the present. The more deeply we live, 
the more do we realize experience as a unique indivisible flow, with 
none of its moments wholly separate and distinct. The first ‘moment’ 
so-called does not die, to give place to the second; it flows into the 
second moment, and the second moment so enriched flows into the 
third. The moments make a growing organic unity, in the same way 
as notes of music, to an attentive and understanding listener, are 
bound up inseparably in the process of the tune, This is real time 
or ‘duration’. We may of course relax our activity or attention: then 
the moments of our life and the notes of the music will be less per- 
fectly fused—our experience will be fragmentary, superficial.’’ Ex- 
perience in that case may be represented as a series of isolated sensa- 
tions, emotions, mental states. 

‘‘This differing intensity of our experience’’, he goes on to say, 
**is the key to the problem of matter and spirit. Matter at its ideal 
limit has no duration: it dies and is born again unceasingly. Its 
moments are external to one another. ... Between this purely 
ideal limit of inertia and the most intense life that we can imagine 
are innumerable actual gradations. ... When, therefore, we 
look out on the world and in on ourselves, the fundamental distinc- 
tions we must make are in terms of time, according to differences of 
tension or rhythm. We must rid ourselves of the notion of time as 
something one and the same for all. There is one time for unorganized 
matter—a feeble, evanescent duration, whose infinitesimal pulsations 
are almost wholly external to one another. There is another duration 
peculiar to each of the multitudinous forms of life, vegetable or 
animal. All these several durations form a series, exhibiting a gradual 
advance in that organization of time by which the past penetrates 
more and more into the present. Real time is not an even flow; it is 
individual time, it is one with life, and is infinitely variable.’’ 

So far Rostrevor goes with Bergson. The latter’s principle of 
duration, he feels, will stand firm as the great gift of the French 
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philosopher to future thinkers. In the Bergsonian theory, however, 
real time is apprehended by a special faculty, a non-intellectual intui- 
tion. Rostrevor shows how the attempt to base a theory of knowl- 
edge upon a non-intellectual foundation ends in confusion, and urges 
as more tenable, in the light of the facts, a theory in which the 
apprehension of duration is arrived at through an extension of the 
seope and power of everyday reflection. All we need to do is to 
overcome the analytical habit of the intellect, and this can be done 
by reflection on our memories. ‘‘ Awareness of its self as enduring 
in time is always an awareness of the past: it may, however, be an 
awareness of the immediate past which is strong and vivid in the 
memory, and which does not require any effort te recall it: and if we 
direct our attention to the fugitive moments when we begin to pass 
from absorption in some activity to reflection upon it, we may get a 
glimpse of the eriduring essence of that.activity before the natural 
tendency of our intellect has been able to arrest its flow and decompose 
it into elements. In these moments of transition the intellect has 
only just commenced to come into operation. Nevertheless, it is the 
intellect alone which obtains the vision. The difference between this 
intuition by reflection on the immediate past and intuition by re- 
flection on more distant memories is simply that in the former case 
we can grasp the truth before it has been spoilt by analysis, while in 
the latter we have to reject the interpretation which analysis presses 
upon us; we have to undo the way of analysis.’’ 

Having hit upon what he regards as an intellectual proof of the 
existence of a form of reality disregarded by mathematical science, 
the author applies the same method to the alleged ‘‘escape of the 
individual from the prison of the separate self and his mergence in a 
life greater than his own’’. The intuition of the mystic remains 
intellectual: it is his experience that differs from the average. ‘‘If 
intuition’’, writes Rostrevor, ‘‘is to reach out beyond our individual 
selves to a higher level of reality, it will not be by the penetration of 
our minds into a reality outside us, but by the mergence of our whole 
being in a greater whole.’’ Necessarily, however, there will be a 
return to the individual life, to the senses, the intellect. ‘‘In the 
rapid transition consciousness will begin to awake and to reveal to 
him the nature of the life with which he has been identified. The 
transition, however swift, can hardly be entirely abrupt : in the moment 
when the mind is most nearly in contact with the overwhelming 
experience, it is possible that there may come a sudden, vague, fleeting 
vision—an intuition of the greater, the universal self. As the transi- 
tion continues, the intellect comes more fully into play, and the 
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vision breaks up into units of imagery, growing clearer, but losing 
touch with the original. After this point is reached, mystical experi- 
ence ean only be apprehended by reflection upon it, as upon any other 
memory.’’ : 

The quotations I have given do not, of course, convey the full 
foree of Rostrevor’s argument. They do, perhaps, give a fair idea 
of the scheme of the book. Its chief value, in my judgment, lies in 
the attempt to show the inadequacy of mechanistic science by the use 
of the same intellectual means employed by the mechanist himself— 
namely, the mind. I have long been convinced that no so-called 
transcendent faculty holds out any hope, and no pure mystic that I 
know of has shown enough faith in mystical intuition to adhere to it 
consistently. On the other hand, the mechanists have been equally 
inconsistent. They have constant recourse to terms and concepts that 
have no place in a mechanistic universe of discourse. The author of 
Bergson and Future Philosophy, therefore, deserves much credit for 
his vigorous attempt to rid the subject of ambiguity. Whether he has 
logically demonstrated the soundness of his thesis regarding the 
nature of ultimate reality is for the moment less important. To my 
mind, the demonstration must remain inconclusive as long as the 
author of it assumes, as it seems he does, that the intellect is an 
entity, and that life, not actualized in any individual thing, yet aims 
and purposes. But at all events, the book presents an able, informed, 
clean-cut argument, charmingly written, for the proposition that we 
may logically show reality to be a growing, inereasing thing, ‘‘so that 
there is more reality now than when the human race first appeared 
on earth, and more reality to-day than there was twenty-four hours 


ago’’. The importance of this proposition, if true, it would be difficult 
to exaggerate. 
































M. C. Orro. 
University of Wisconsin. 






LEcTUREs oN INDUSTRIAL PsycHoLocy. By Bernard Muscio. Sccond 
edition (revised). New York: E. P. Dutton and Company, 
1920. 300 p. 

Human ENGinzerine. By Eugene Wera. New York: D. Appleton 
and Company, 1921. 378 p. 

The second edition of Muscio’s lectures originally delivered at the 
University of Sydney, New South Wales, is particularly weleome be- 
cause it is one of the most satisfactory presentations yet published 
of the scientific problems involved in the subject. It is not, however, 
an extensive treatise on industrial management; its purpose is rather 
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to suggest ways in which psychological knowledge may be utilized. 
These the author outlines in the first chapter as aid (1) in selecting 
workers on a basis of natural fitness, and (2) in constructing good 
methods of work for the purpose of obtaining from any expenditure 
of human energy or effort a maximum production. 

There follows an analysis of the difference between the principle 
of ‘‘speeding up’’—meaning the effect of increased production 
through offering workmen rewards of some kind as incentives to 
greater expenditure of energy—and the principles of scientific in- 
dustrial psychology, which are commonly confused with the first 
principle. 

Some of the mental factors relevant to industry as it exists to-day 
are discussed in the second lecture, chief attention being given to 
fatigue. The author has done extensive work ia this field for the 
British Industrial Fatigue Research Board, an important report by 
him appearing in the June, 1921, issue of the British Journal of 
Psychology. His treatment here covers briefly the theoretical nature of 
fatigue, the causative factors of speed, noise, and specialization with 
tables showing diurnal variation in accidents, output, and errors. His 
suggestions for lessening fatigue are restricted to the one matter of 
reducing strain upon attention, which he considers of supreme im- 
portance. He recommends (1) the utilization of mechanical arrange- 
ments to minimize the necessity of frequent acts of decision, inspec- 
tion, or competition for operatives, such as a continuous succession of 
pauses at irregular intervals in the rhythmical movement of the opera- 
tion; and (2) the introduction of regular pauses to allow for recovery 
from fatigue. With regard to muscle coérdination, he believes that 
scope should be given for the almost simultaneous exercise of similar 
muscles and groups of muscles on the two sides of the body. In- 
dividual differences in special senses, motor capacity for precision, 
complexity, and strength, attitude to monotony, and attention type 
are considered, but not/in detail. 

In the third lecture the author describes the early experimental 
attempts at selection of workers on the basis of natural fitness. In 
these he distinguishes two principles of determining fitness for com- 
plicated work: (1) breaking the process into as many distinct parts 
as possible and testing prospective operatives for each, as in the case 
of telephone workers; (2) selection by testing for capacity in the 
central or most important part of the process, as with motormen. 
Laboratory examinations for all trades are advocated by the author, 
although the technique of such tests is still in its infancy. 

The chapter on scientific management is particularly valuable as a 
survey of the facts that scientific investigations have brought out 
concerning the best possible conditions of work; for example, the 
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greater inimical effect upon efficiency caused by humidity and tem- 
perature than by ‘‘impure’’ air, or the detrimental effect of shining 
surfaces. The modification of actual movements made by workmen, 
growing out of motion study, is excellently summarized, and the de- 
sirability of further applications of psychology to industry is em- 
phasized, notwithstanding the hostile attitude of trade unions to- 
ward it. Muscio offers some refutation to labor’s arguments that 
scientific management entails widespread unemployment, destroys 
individuality, craft skill, freedom, and democracy. The charges that 
it is responsible for the unfair distribution of extra profits and undue 
speeding up rest, he shows, on confused thought and insufficient 
analysis. Two unfortunate emotional reactions appear in the initial 
stages of scientific management—anger is roused in the workman un- 
der pressure of having his work accurately timed, and fear is excited 
by a sense of lost power and security under scrutiny. For the re- 
moval of these disadvantages the author makes the following prac- 
tical recommendations: (1) instruction of the worker in the under- 
lying principles, (2) gaining of the worker’s consent to codperate in 
time studies, (3) adoption of a shorter working day because it is 
proved possible to obtain a given output from a much smaller ex- 
penditure of human energy than that hitherto necessary and at a 
much lower cost jn neurasthenia and other affections that prevail in 
industry where scientific relief measures have not been inaugurated. 

In sharp contrast to this work of an experimental psychologist is 
that of Eugene Wera, an engineer, who writes of the management of 
human forees in industry with the barest understanding of psycho- 
logical problems and an apparent ignorance of laboratory or statis- 
tical findings. 

The first part of his book ambitiously comprises a study of the 
evolution of the ideas that govern industrial relations as seen in the 
development of trade unions, labor parties, socialism, and codpera- 
tive movements. The treatment is of necessity sketchy, and is wholly 
inadequate as a summary of the genesis, historical development, and 
psychological significance of these movements. 

The second part, a presentation of recent labor tendencies, is more 
successful, although scientific interpretation of the dynamics of these 
tendencies is lacking. 

The third part, the author tells us, ‘‘gives a brief analysis of the 
different psychological associations of men involved in industry. 
Further, it discloses the forces that control human behavior in its 
relation to industry and shows how to manage these forces.”’? Would 
that the reviewer could find this revelation therein! Modern psychol- 
ogy seems to have contributed nothing to this discussion. The classi- 
fication of man’s desires is so obsolete as to be almost amusing. The 
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single quoted authority in the field of applied psychology is Scott. A 
few generalizations are made to suffice for the subjects of fatigue 
and conditions of effective work. Furthermore, the author’s promise 
of showing how motives that control the behavior of labor in industry 
may be turned from antagonism and directed toward codperation 
will afford scant interest to students of mental hygiene. 
Miriam C. GovuLp. 

Vassar College. 


Tue PsycHo.ocy or Everypay Lirz. By James Drever, M.A., B.Sc., 
D.Phil. New York: E. P. Dutton and Company, 1921. 164 p. 
Tue PsycHo.togy or Inpustry. By James Drever, M.A., B.Sc., 
D.Phil. New York: E. P. Dutton and Company, 1921. 141 p. 
Two excellent books. The first is not an elementary textbook of 
psychology, as the author explains in his Preface; neither is it an 
account of some of the marvels of psychology with all the psychology 
left out. ‘‘It is popular, indeed, in the sense of being intended for 
the general reader, but from first to last it is a serious attempt to 
present, as far as possible in non-technical language, the main facts 
of the science so far as they touch the life of the man in the street.’’ 
And the author has done this exceedingly well. The topics are well 
chosen, are discussed clearly, even delightfully. ‘‘Everyday life’’ 
quite evidently does not mean for the author mere ‘‘sensation’’, 
‘*perceiving’’, and ‘‘remembering’’, but includes such things as 
‘*defense mechanisms’’, ‘‘ emotional complexes’’, an ‘‘ ‘unconscious’ ’’, 
and the like. The psychoanalysts are, of course, the source of the 
material on these subjects. The book, however, is not and does not 
pretend to be an exposition of “‘new psychology’’, but the author 
does not hesitate to incorporate, in their proper relation to psychology 
as a whole, what he considers to be the noteworthy and important 
contributions of recent investigations. And in so doing he enriches 
his book and gives it distinction over most of its kind. In an appendix, 
he has the courage to list ‘‘The Hundred Best Books in Psychology’’. 
In addition to the names one would expect to find are Adler, Brill, 
Freud, Hart, Moll, Pfister, Prince, Rivers, Sidis, and White. 

The second book is not a contribution to the psychology of industry 
in the sense of a record of new material, but is a review, and an 
excellent review, for the man in industry of the work that is being 
done in the field of industrial psychology and the possibilities and 
limitations of this work. In the course of a few hours, the secretary 
of a union, the foreman in the shop, the man at the lathe, or the 
president of the company can gain, by reading this book, a fairly 
comprehensive view of what some of the things they have been hearing 



















BOOK REVIEWS 





195 


about really mean. And they will be interested: the account is well 
and clearly given. Interested and understanding, they are likely to 
be sympathetic and codperative toward further work of this kind. 
Librarians who are frequently at a loss how to choose between books 
that are too heavy and dull and books that are too light and airy, in 
satisfying the many demantis made upon them for books on these 
subjects, should have their attention called to these two. With a 
sufficient number of copies of Drever on the shelves, their problem 
is solved for the present. 
Frangwoop E. Wi.iaMs. 
The National Committee for Mental Hygiene. 


Sex ror Parents anpD TeacHers. By Wm. Leland Stowell, M.D. 
New York: The Macmillan Company, 1921. 204 p. 

It is gratifying to find a book of this kind prepared for the use of 
parents and teachers. We have long recognized the need for a simple, 
frank discussion of these facts of sex, and many books have been 
written on sex hygiene, but most of those produced hitherto for the 
non-scientific reader have either been too involved—and hence have 
failed to meet the requirement of simplicity—or, in a zealous attempt 
to settle this problem of sex once and for all, have stressed unduly the 
religious and moral aspects of it, and have often failed to supply the 
necessary information about the biology and physiology of sex. 

In his little book Dr. Stowell gives scientific information in a very 
readable, comprehensive manner. To clarify and simplify the material 
presented, he has included chapters on plant reproduction and on 
propagation of the species among fishes, birds, and a few of the 
higher animals. In so doing, he supplies a much needed simple 
medium for the instruction of children, for it is recognized by all who. 
have contacts with children, either as parents or teachers, that the 
first and simplest lessons of sex are most easily taught through the 
obvious illustrations encountered in the everyday life of the child. 

The last two-thirds of the book deals with sex in man, and the 
discussion is all that could be wished for in a book of its kind; the 
chapters on the anatomy and physiology of male and female are 
simple, but complete, and the inclusion of a chapter on the ductless 
glands and hormones links up the psychology of the endocrine systems 
in a sufficiently comprehensive fashion to clear up much of the 
scepticism of the uninformed. 

The chapter on embryology contains some illustrative plates that 
should be of much assistance in clarifying this phase of human 
development in the mind of the reader. The inclusion of chapters on 
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puberty, heredity, eugenics, and marriage are not amiss in a book 
written primarily to supply information to parents and teachers. 
This book should be highly commended for its simplicity and 
reliability and should be made available as a simple textbook for all 
who are seeking a medium of instruction in the matter of this ever- 
present problem of sex. 
Marion E. Kenworray. 
New York School of Social Work. 


PRacTIcCAL PSYCHOLOGY AND PsycuiaTrY: For Use in Training Schools 
for Attendants and Nurses and in Medical Classes, and as a Ready 
Reference for the Practitioner. Fifth edition, revised and en- 
larged. By C. B. Burr, M.D. Philadelphia: F. A. Davis Com- 
pany, 1921. 269 p. 

If, as the subtitle indicates, this book is to be-used in training schools 
for attendants and nurses and as a ready reference for the general 
practitioner, it must be useful to the social worker, the lawyer, and 
the man on the street. It is putting it mildly to say that any psy- 
chiatry which can reach the general practitioner can reach anybody. 
Many will find this book interesting who would not want to read 
even such a manual of psychiatry as Rosanoff’s, whose fifth edition is 
for the student of mental disorders and for him only. 

Wandering through the pages, we find the author, surrounded by 
his patients, laughing with them and learning from them. We learn 
what he feels about German character and the up-to-date jazzy 
American generation, and how he wants to make the modern girl go 
to the family wash tub and her brother bed down the cows and the 
horses. To the lucid definitions which sprinkle his pages should. be 
added definitions of such terms as-‘‘horse’’, ‘‘spelling down’’, 
“‘work’’, ‘‘swell-body cutter’’, so that modern youth could begin to 
find his way back to the lost heaven of the seventies. 

The first dozen pages treat of life and the nervous system. The 
next diseuss thinking, emotions, will, in ways that can readily and 
superficially be understood. How disturbances which we know as 
symptoms of insanity arise in these elementary processes is the next 
consideration. Hallucinations, delusions (false beliefs due to disease), 
memory defects, emotional unbalance, altered will power, are passed 
in review. The text is clearly arranged and, with sentences num- 
bered in appropriate places, is well adapted for teaching purposes. 

Symbolism has a chapter to itself which consists simply in calling 
attention to the associations tied up in our common language—in im- 
plied figures of speech—and how these associations in disease may 
beeome the bases of obsessions. 
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The word ‘‘insanity’’ appears alone at the top of every page from 
69 to 192, upon which pages appear an account of the causes and 
forms of what some would prefer to call the psychoses. The short 
descriptions are adequate and are interesting in proportion as the 
patients are allowed to tell their own stories and, with kindly introduc- 
tions by the author, discuss their own symptoms and the universe— 
in prose and poetry. Under dementia praecox comes this bit of verse: 


BACHELOR LOVE. 
Occasionally indulging 
In Light Havannas 
And chatting affably 
Refreshing Ideas 
Precision and Exactness 
Of a Bachelor 


His mode of living 

His accomplishments 

His well organized Constitution 
His Bashful demeanor 


The impediment of his love 
It is reckoned as not durable 
Is refreshed by a shower 
And is extinct in an hour. 


Chapters on the médical and nursing management of cases are full 
of practical suggestions and wise hints. They show that Dr. Burr is 
often able to put himself in the patient’s place. In the nurse he sug- 
gests the need of a sense of humor, of a willingness to forego ‘‘the 
last word’’, and a careful study of why the patient does some dis- 
couraging thing. There is often in the patient a willingness to do 
things if some one else will shoulder the responsibility; often good 
sound sense can be found in the midst of delusional formation. ‘‘The 
restlessness of mania must have vent.’’ The ‘‘laziness’’ of melancholia 
is not often to be ‘‘braced up’’. The nurse and psychiatrist, think- 
ing together for the patient, may save him from the cruelties un- 
knowingly forced upon him by the family. Getting away from home 
may mean relief from too high standards—may even substitute a 
natural homesickness for abnormal fixed ideas. 


E. D. Bonn. 
Pennsylvania Hospital. 
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NOTES AND COMMENTS 
Alabama 
The Alabama Home, established by the 1919 legislature and located 
at Tuscaloosa, will be ready to receive mental defectives in the near 
future. 


Arizona 

Chapter 18, Laws of 1921, amends the commitment law relative to 
a person brought before the judge of the superior court of any county 
by reason of insanity by providing that he be examined by two 
physicians instead of one, as formerly. 


Senate Concurrent Resolution No. 3, which was approved in March, 
1921, authorized that The National Committee for Mental Hygiene be 
requested to conduct a mental deficiency survey of all state, county, 
and city institutions, and also the public schools of the state. This 
survey, which is now in progress, is discussed briefly on page 207. 


California 

A department of institutions is created by Chapter 610, Laws of 
1921. This department is to be conducted by an executive officer 
known as the director of institutions, to be appointed by the governor. 
The department of institutions is to have all the powers and duties 
formerly vested in the boards of management of the Industrial Home 
for the Adult Blind, of the state hospitals, of the state institutions 
for mental defectives, of the Industrial Farm for Women, the general 
superintendent of state hospitals, the state commission in lunacy, the 
board of trustees of Whittier State School, of the Preston School of 
Industry, of the California School for Girls, and the state dental 
surgeon. The offices of general superintendent of state hospitals, state 
commission in lunacy, and state dental surgeon are abolished. The 
various boards just mentioned are to continue, but in an advisory 
capacity solely. 


The bill that would provide for the establishment of two psyeho- 
pathic hospitals, which was summarized in the April, 1921, issue of 
Mentat Hyarens, failed to pass. 


Chapter 548, Laws of 1921, changes the name of the Department 


for Clinical Diagnosis of the Whittier State School and other institu- 
[198] 
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tions into the ‘‘California Bureau of Juvenile Research’’. Psycho- 
logical work and juvenile research conducted at the state schools, 
the state homes for mental defectives, and other institutions of the 
state caring for minors are to be under the control of this bureau. 



























The following appropriations made by the 1921 legislature to the 
state hospitals are worthy of mention: Norwalk State Hospital, 
$434,000 for additional construction and equipment of new buildings; 
Mendocino State Hospital, $150,000 for the erection, equipment, and 
service in connection with a reception building; Napa State Hos- 
pital, $100,000 for construction and equipment of a new cottage for 
patients; Stockton State Hospital, $150,000 for a reception building. 
The Pacific Colony, the new state institution for the feebleminded, has 
been granted $120,000 this year for buildings, improvements, and 
additional equipment. The Sonoma State Home received $67,500 for 
the erection of quarters for officers and employees, $71,000 for con- 
struction and equipment of cottages for patients, and $100,000 for 
the erection of a schoolroom and assembly building. 





Connecticut 

Chapter 110, Laws of 1921, provides that any person who has 
suddenly become. in need of treatment in a hospital for mental dis- 
eases, public or private, may be cared for in such hospital for a period 
not exceeding twenty days without order of any court. At the time 
of his delivery to the hospital, there must be left with the person in 
charge a certificate, signed by a reputable physician not more than 
three days previously, stating that, after a personal examination 
made within three days prior to the date of the certificate, he is of 
the opinion that the person is in need of immediate treatment and 
the reasons therefor. This law repeals a similar one enacted in 1919 
in which the period of temporary detention was limited to ten days. 










The Connecticut State Hospital, at Middletown, received an appro- 
priation of $325,000 from the 1921 legislature for an acute reception 
hospital. An additional $90,000 was secured for alterations and 
repairs on the present buildings. 





Delaware 

Chapter 160, Laws of 1921, which relates to the establishment, 
maintenance, and control of the public schools of the state, among 
other regulations empowers the state board of education to provide 
for the mental examination of such children as have made no advance- 
ment in their studies in three successive years of regular attendance. 
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District of Columbia 

The Underwood Bill, providing for the physical and mental exami- 
nation of children brought before the Juvenile Court of the District 
of Columbia, was defeated in the House of Representatives. 


Florida 
The State Farm for Feebleminded and Epileptics, at Gainesville, 
authorized in 1919, was opened November 3, 1921. 


Georgia 

The Georgia Training School for Mental Defectives was recently 
opened. It is located at Gracewood, about eight miles from Augusta. 
It is built on the cottage plan, the construction being of concrete, 
with a farm of about 300 acres. This institution was authorized by 
the 1919 legislature. 


Towa 

Chapter 5, Laws of 1921, authorizes the admission of feebleminded 
persons to the State Hospital and Colony for Epilepties, whenever 
the State Institution for Feebleminded Children is overcrowded and 
the facilities at the latter institution are inadequate to care for those 
received. Rules governing admission, training, and care are made the 
same for the two institutions. The law also provides for the transfer 
of feebleminded persons between the two institutions. 


A commission on uniform state laws is created by Chapter 201, 
Laws of 1921. It is to consist of three members appointed by the 
governor, each of whom must be a member of the bar and of good 
standing. The commissioners are to promote uniformity in state 
laws upon such subjects as may be deemed desirable. 


The State Psychopathic Hospital, which was authorized in 1919, 
has received from the 1921 legislature an appropriation of $97,000, 
of which $35,000 is for the completion of the building and $62,000 
for equipment. 


An appropriation of $35,000 for an industrial building at the 
State Institution for Feebleminded Children has been granted by the 
1921 legislature. 


Louisiana 

The State Colony and Training Sehool, authorized by the. 1918 
legislature as a state institution for feebleminded .and located at 
Alexandria, opened in December, 1921, with about 40 patients. 
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Massachusetts 

A resolution was approved May 9, 1921, that the commissioner of 
public welfare, the commissioner of mental diseases, and the com- 
missioner of corrections constitute a commission to investigate the 
subject of providing suitable quarters for defective delinquents, and 
report its recommendations to the 1922 legislature early in January. 



























The Belchertown School for the Feebleminded, authorized by an 
act of the 1915 legislature, which has been under the supervision of 
the Wrentham State School during construction, has received from 
the 1921 legislature an appropriation of $260,400 for new buildings 
and $10,000 for road work and grading. 





New construction and improvements for the Westborough State 
Hospital are planned which will cost about $600,000. 






Michigan 

An institution to house and employ subnormal persons is planned 
in Detroit. Dr. David R. Clark, Psychiatrist of the Detroit Receiving 
Hospital, will be in charge of the institution. It will be called the 
Industrial Adjustment Center. 





The 1921 legislature granted an appropriation of $140,000 to the 
Ionia State Hospital for new construction and improvements, with 
an additional $16,000 for new equipment. 
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Missouri 

The sum of $137,500 was appropriated by the 1921 legislature for 
new construction at the Missouri Colony for Feebleminded and Epil- 
eptics, including a custodial building and additions to the power 
house. 





North Carolina 
The contract has been let for a new reception building at the state 
hospital for mental diseases at Morganton. 






Pennsylvania 

A department of public welfare has been established by Act No. 
425, Laws of 1921. This department is to have supervision over all 
state institutions, including penal, reformatory, and correctional in- 
stitutions, hospitals for mental diseases, institutions for the feeble- 
- minded and for epileptic persons, for the deaf, for inebriates, for 
juvenile delinquents; all charitable institutions maintained wholly 


ae 
ad 
& 
we 
¥ 

Ny 

: 


shececsiyplign 


ao 


iii es alle, rie 


4 
og 





202 MENTAL HYGIENE 


or in part by the state, which have formerly been under the jurisdic- 
tion of the board of public charities or the committee on lunacy; 
all county prisons, almshouses, and hospitals maintained by any 
county, city, borough, township, or poor district of the state; all 
societies to whose care delinquent, dependent, or neglected children 
are committed; any place in which persons of unsound mind are de- 
tained; and any homes boarding infant children. The chief executive 
officer of this department is the commissioner of public welfare. 
The commissioner is authorized to establish certain bureaus, not ex- 
ceeding four in number, one of which is to be a bureau of mental 
health, to further the prevention and cure of mental diseases. Dr. 
William C. Sandy, Psychiatrist of the New York State Commission 
for Mental Defectives since May, 1919, has been appointed director 
of the bureau of mental health and assumed duties December 1, 1921. 


A law enacted by the 1921 legislature provides for the quarantine 
and for the detention and treatment at the State Asylum for the 
Chronic Insane of persons afflicted with syphilis. Any person with 
syphilis who is a patient of any state hospital for mental diseases 
or an inmate of an almshouse or poorhouse may be committed or be 
voluntarily admitted to the state asylum. Any person suffering 
with syphilis who refuses to go to this institution and who is con- 
sidered a menace to public health may be quarantined and removed 
to the state asylum to remain until discharged upon the certificate 
of the commissioner of health stating that the person has been cured 
or is no longer considered a menace to the health of the community. 


Texas 


A mental-hygiene clinic for children is being planned by the health 
department of Houston. 


Wisconsin / 


The state will construct a $250,000 hospital for ex-service men 
with mental diseases at Governor’s Island, near Mendota. Dr. W. F. 
Lorenz will be in charge of it. 


Wyoming 

Chapter 159 of the Laws of 1921 provides that all juvenile deiin- 
quents, before commitment to any state institution, besides being 
examined by a regularly qualified physician, shall also be given a 
mental examination by the state director of special classes, by the 
superintendent of the state institution for mental defectives, or by a 
properly qualified person designated by either. 
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PREVENTION OF MentTAL DIsEAsEs 


From the address of Governor Channing H. Cox to the two branches 
of the Legislature of Massachusetts, January 4, 1922 

The commonwealth has recognized its responsibility for the care and 
treatment of those suffering from mental diseases and defect, and in 
the state-hospital system has provided facilities for the treatment of 
these cases. In most instances, however, only those patients receive 
treatment who have well-established and rather serious mental symp- 
toms. The majority of those patients are committed to the hospital, 
and the number who go on a voluntary basis, because they realize the 
necessity of treatment, is not large. 

The great sums expended. by the commonwealth for the maintenance 
of these institutions emphasize the fact that much is to be done in 
the field of practical mental hygiene to stop the increasing numbers 
for whom institutional care must otherwise be provided. It is an 
accepted fact that approximately one-half of all patients admitted to 
our state institutions are suffering from mental disorders that could 
have been prevented. Our efforts must be continued to overcome a 
hesitation to use our state hospitals—a hesitation due in part to ignor- 
ance and in part to the continuing effect of old tradition. Every 
effort must be made to bring treatment to bear upon the early stages 
of mental disorder, through a continued campaign of education and 
in trying to promote the best possible conditions in childhood for 
those who are handicapped either by mental defect or by nervous in- 
stability which may later lead to nervous and mental disorders. The 
commonwealth has reeognized the importance of a practical mental- 
hygiene program, and has provided much legislation to make effective 
such a program. 

The state’s program for the feebleminded embraces the following 
factors : 

1. Identification. 

2. Registration. 

3. Education. 

4. Supervision. 

5. Segregation. 


The establishment of school clinies—the Department of Mental 
Diseases codéperating with the Department of Education—whereby 
school children three or more years backward are examined, repre- 
sents an extraordinary achievement, there being no known similar 
provision anywhere else in the world. These clinics have been made 
constructive from the start, the purpose of the examination being not 
to discredit the backward child in any way, but rather to ascertain 
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exactly what school progress he is making; to insure that he is not 
worked beyond his capacity, and that not too much is expected of 
him; and so far as possible to ascertain any special reasons for his 
lack of development. 

Approximately 3,000 children have been examined since the organi- 
zation of the clinics in the spring of 1921. The cordial codperation 
with which this work has been received is noticeable; both the parents 
and the school authorities are using results of the examinations to do 
more for the children than has ever been done before. As a result of 
this work, specially unstable children may receive adequate super- 
vision and care. 

The continuing census of the feebleminded, which the Department 
of Mental Diseases has under way, has far-reaching possibilities; the 
regular checking up of the lists will show those defectives who are 
not capable of community life and also those of the hereditary grade 
who are likely to propagate their kind and who need institutional 
segregation. It will also show the well-developed defectives who are 
conducting themselves properly and who can safely be trusted in the 
community. 

There are now large numbers of feebleminded patients of our 
schools for the feebleminded living in the community under slight 
supervision, practically all behaving themselves and the majority 
supporting themselves. Recent legislation provides definitely for com- 
munity supervision of the feebleminded, and with provisions for the 
necessary machinery to carry on this work a much larger number can 
be cared for in the community, and room made available for those 
requiring, temporarily at least, institutional care. The schools for 
the feebleminded should, in the future, function very largely in giving 
a period of training to large numbers and then return this group to 
the community to earn their own living. It is interesting to note that 
a group of 93 from one of our schools for the feebleminded were 
supervised in the community last year and earned, collectively, 
$102,000. 

There is great need for extension of this principle of community 
supervision as far as possible instead of expensive institutional sup- 
port and the large expenditures for the construction of buildings (new 


at least $300 per patient). The importance of the fecbleminded 
problem now warrants the recommendation that there be created with 
the Department of Mental Diseases a Division for the Feebleminded. 
This work should be ecatinued and encouraged. A practical program 
in mental hygiene looks forward to codperating with the courts in the 
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examination of any one where there is the least suspicion of mental 
disease or mental defect. This should be encouraged, to the end that 
all courts having to do with juvenile delinquency could be furnished 
with a psychiatric report. 

The psychopathic hospital provides a unit of the general-hospital 
type for the reception of early cases of mental diserder. There is a 
very noticeable tendency to make use of such small units by indi- 
viduals who, either themselves or their relatives, are unwilling other- 
wise to use the state hospital. To take advantage of this principle, 
there is legislation available for the organization of small psycho- 
pathic-hospital units. 

Massachusetts has gone far in providing care and treatment of the 
insane and mentally defective. The work is being well done to-day 
and large appropriations are necessary for its continuance. The only 
escape from constantly increasing expense lies in the adoption of more 
preventive measures. I urge the continuance of the support given 
last year to a program of prevention to offset the growing and increas- 
ing demands for institutions to care for those whose mental disorders 
could have been prevented, and to the development of all means to 
eare for the individual, especially the feebleminded, in the community 
under supervision rather than the more expensive plan of establish- 
ing new hospital facilities. 


SourHerN Branco or Nationat Soiprers’ Home to se Usep ror 
Cases or SENILITY 


In the letter with which the President of the Board of Managers 
of the National Home for Disabled Volunteer Soldiers transmitted 
the annual report for 1921 to Congress, the following reference is 
made to new provisions for Civil War veterans suffering from mental 
disorders, which the board feels constitute one of the greatest improve- 
ments made in recent years: 

‘*With the course of time, a great many cases of senility have 
developed among the veterans of the Civil War and the facilities 
which we had for the care of these men in the different branches of 
the National Home were naturally inadequate, and we felt that we 
were not giving the men the care to which they are entitled. How- 
ever, during the later period of the use of the Southern Branch by 
the army, it was largely adapted for the use of neuropsychiatric 
patients and was turned over to the board by the army with a great 
deal of equipment for the. proper care of mental cases. With the 
equipment ready for this. use, the board adopted the plan of trans- 
ferring from the branches in the East to the Southern Branch all 
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cases of senility, and the result has been that we are now able to 
give this class of unfortunate veterans the care to which they are 
entitled, and the board feels that they have done a worthy act in 
furnishing these aged men with proper medical attention, nursing, 
and good surroundings.’’ 

The Southern Branch is beautifully situated at Hampton, Vir- 
ginia, opposite Old Point Comfort, and has long been considered the 
most attractive of the National Soldiers’ homes. 


Menrat Dericrency Surveys Conpucrep sy THe Nationa Com- 
MITTEE FoR MentaL HyaGienz 


During the year 1921, the legislatures of Wisconsin and West Vir- 
ginia passed acts providing for greatly increased care for the feeble- 
minded. This was the result of surveys made in these two states 
by the Mental Deficiency Division of The National Committee for 
Mental Hygiene. In Wisconsin a very large appropriation was made 
available for new buildings at both of the state institutions for the 
feebleminded. A mental clinic was provided for the public schools. 
A state department within the board of control was created to super- 
vise mental defectives out in the community: In West Virginia the 
state board of control was authorized to create a separate institution 
for the feebleminded. 

During the year 1921, the Mental Deficiency Division of The Na- 
tional Committee for Mental Hygiene has conducted surveys in Mary- 
land, South Carolina, and Cincinnati, Ohio. The Maryland survey 
has been under the local direction of Dr. Thomas H. Haines. This 
survey was completed during the month of October and a report 
with recommendations has been placed in the hands of Governor 
Albert C. Ritchie. The survey of South Carolina has just been com- 
pleted and a report is now being made. This study contains a very 
careful inquiry into the mental condition of all inmates of state and 
county penal, correctional, and dependent institutions, and a mental- 
hygiene study of several thousand public-school children. The survey 
staff is composed of Dr. A. Feldkamp, Psychiatrist; Dr. Frank 
O’Brien, Psychologist ; Miss Mina Sessions, Psychiatric Social Worker ; 
Mr. C. L. Hultgren, Psychologist; Miss Millie Stevens, Psychiatric 
Social Worker; and Miss Dorothy Horne, Secretarial Assistant. It 
is expected that this survey will result in greatly improved care of 
mental defectives in the state. One noteworthy phase of the South 
Carolina investigation has been a study of the mentality of the negro. 
Several thousand negro school children, negro college students, and 
negro delinquents and dependents have been carefully examined. 
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The Cincinnati survey, a very intensive mental-hygiene study, in- 
cludes a physical and mental examination of 5,000 public-school chil- 
dren, delinquent individuals coming in contact with courts and cor- 
rectional institutions, dependents in institutions and in contact with 
relief agencies, cases of unemployment, illegitimacy, venereal disease, 
and other social problems. The Cincinnati mental-hygiene staff is 
composed of Dr. C. Leonard, Psychiatrist; Dr. Rose Dintzess, Psy- 
chiatrist; Mr. Frank Fearing, Psychologist; Miss Bertha Allen, 
Psychologist; Mrs. Flora May Fearing, Psychiatrie Social Worker ; 
Miss Marguerite Reed, Psychiatric Social Worker; Miss Mary 
Schmidt, Psychiatric Social Worker; Miss Laughad, Psychiatric 
Social Worker; and Miss Margaret Cavender, Secretarial Assistant. 
A large number of social workers have volunteered their services in 
connection with this survey. The state board of health entered whole- 
heartedly into the survey and contributed to the physical examina- 
tion of school children. The vocational bureau of the public schools 
codperated and furnished most valuable assistance. Two special 
phases of the work here deserve attention—the physical study of 
public-school children in order to determine the relationship of 
physical factors to mental conditions, and a social investigation of 
all problem cases in order to determine the background, history of 
past careers, heredity, home environment, and the like. A report of 
this survey with recommendations will be completed during the month 
of January. As a result of the Cincinnati survey, officials of'the uni- 
versity, social agencies, courts, and various business men are already 
planning to.create and maintain a psychopathic hospital with a psy- 
chiatric clinic for this city. It is planned that the director of the 
clinie will be professor of psychiatry in the university. 

During the year 1922, the Mental Deficiency Division of The Na- 
tional Committee for Mental Hygiene will undertake a mental- 
hygiene survey of the city of Louisville and state surveys of Arizona, 
Arkansas, Wyoming, and North Dakota. The survey of Louisville is 
noteworthy because of the unusual codperation promised by state 
and city boards of health, social agencies, courts, and others in this 
city. The state board of health, in codperation with the Louisville 
Mental Hygiene Society, has planned a course of mental-hygiene lec- 
tures to cover a period of three weeks as an introduction to the survey 
in order to inform the general public of the problems to be dealt with 
along these lines. Dr. Frankwood E. Williams has been asked to 
initiate the course. The survey of Arizona is already under way, and 
in connection with the general study a special investigation will be 
made of the mentality of Indians. Dr. Thomas H. Haines, who is 
directing this survey, has already begun work in Phoenix. 
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Psycuutric Service TO JUVENILE CouRTS — 


Through a special gift from the Commonwealth Fund, as a part of 
its program for the study of methods for preventing juvenile delin- 
quency, The National Committee for Mental Hygiene has been able 
to create a new department to be known as the Division on the Pre- 
vention of Delinquency. One of this division’s activities will be to 
furnish, free or on a cost-sharing basis, psychiatric service to a limited 
number of juvenile courts throughout the country upon request. To 
each court in which it will be possible to render such aid will be 
assigned for a specified period a demonstration clinic staffed by a 
psychiatrist, a psychologist, and a psychiatric social worker. This 
clinic will not only conduct careful studies of individual delinquents, 
but will demonstrate what can be done in the way of treatment and 
social adjustment for each ehild. The assignment of a clinic to a city 
will depend largely upon the interest manifested by those concerned 
in dealing with juvenile delinquency and the prospects of there being 
established and maintained at the expense of the community a perma- 
nent court psychiatric clinic. 

The establishment of this psychiatric field service will make it pos- 
sible to supply to juvenile courts and probation officers in the United 
States a means of becoming acquainted at first hand with the prac- 
tical value of psychiatric work in the management of juvenile delin- 
quency and will assist them in organizing such work on a permanent 
and scientifie basis. 

Another aspect of the work of this division will be to undertake 
inquiries covering a period of several years that will deal with the 
prevention of delinquency in a special population group. Monmouth 
County, New Jersey, has been chosen for the first experiment. Here 
an extraordinary opportunity presents itself to study the school chil- 
dren of a county, and to put into effect measures looking towards the 
prevention of juvenile delinquency. 

The work will be conducted in ecodperation with a general program 
in child welfare, health, and education. We believe this will furnish 
an unusually favorable opportunity for conducting field studies in 
juvenile delinquency in which the practical work of treatment and 
prevention can be combined with medical and social research. 

It is expected that opportunities to conduct work of a similar kind 
will present themselves from time to time in other parts of the country. 

The Division on the Prevention of Delinquency will also maintain 
a clearing house for information and advice, and will carry on studies 
of the laws and facilities of various states and cities throughout the 
country, in order that reliable and authoritative information may be 
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obtained regarding matters dealing with delinquency and its preven- 
tion. 

Dr. V. V. Anderson, who is Director of the new Division on the 
Prevention of Delinquency, will be in immediate charge of all work 
undertaken by the division, but will be assisted by an advisory com- 
mittee. The following persons have already accepted membership on 
the committee: Dr. Thomas W. Salmon, Medical Advisor of The 
National Committee for Mental Hygiene, Chairman; Hon. Charles 
W. Hoffman, Judge of Division of Domestic Relations of Hamilton 
County Court of Common Pleas, Cincinnati; Miss Emma O. Lundberg, 
in charge of Social Service Division of Children’s Bureau, Washing- 
ton; Mr. Herbert C. Parsons, Deputy Commissioner of the Commis- 
sion on Probation, Boston; Dr. Walter E. Fernald, Superintendent 
of the Massachusetts School for the Feebleminded, Waverley; and Dr. 
Lewellys F. Barker of Baltimore, specialist in internal medicine. 

It is believed that much of past failure to deal-successfully with 
criminals may be attributed to our neglect to give due consideration 
to the criminal himself and the causes—intrinsic as well as extrinsic— 
that have led him to commit criminal acts and to be in danger of 
embarking upon a criminal career. 

Studies conducted by The National Committee for Mental Hygiene 
in various penal and correctional institutions throughout the United 
States indicate that a large proportion of the inmates of these insti- 
tutions—and the same may be said of offenders passing through the 
courts—have from childhood behaved in a way at variance with aver- 
age normal behavior, and that this abnormal behavior has repeatedly 
taken the form of criminal acts. Thus it is apparent that criminal 
careers, in a very large measure, have their origin in juvenile 
delinquency. 

The prevention of juvenile delinquency is one of the most pressing 
duties of the present day. No problem of childhood is more serious 
than that of delinquency. The importance of centering all construc- 
tive work upon those forces that train children for a wholesome and 
socialized adult life cannot be overemphasized. The adult is what the 
child was. Whoever can control the mental, physical, and moral life 
of the child can thereby direct the child’s future actions as an adult. 

Valuable agencies have been created by society for aiding, develop- 
ing, protecting, and caring for children, but the presence of large 
numbers of individuals who have not developed during their early 
years those qualities of mind and body which are the basis for normal 
adult life is an indication that less has been achieved than had been 
hoped. There is ample evidence that the causes of the failure of 
certain individuals ean often be ascertained by the application of 
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scientific methods of inquiry. Through competent medical, psycho- 
logical, and social diagnoses many of the factors that tend to produce 
delinquent careers can be discovered early and sound and constructive 
methods of treatment and prevention applied. 

The significance of scientific studies in the field. of juvenile delin- 
quency is becoming increasingly apparent. Juvenile courts through- 
out the country are appealing for clinical facilities to aid them in 
dealing with that large army of maladjusted children whom we call 
delinquents. An extremely small number of the 2,391 juvenile courts 
in the United States are properly equipped for the scientific study of 
individual delinquents. Even where there is such equipment, the 
courts are often too poorly financed to give the full measure of service 
in the treatment and prevention of delinquency which the oppor- 
tunities offered should enable them to do. Providing demonstration 
elinies to juvenile courts for limited periods will, it is believe, do much 
towards placing the work of such courts on a sound and scientific 
basis and will result, it is hoped, in the reduction of juvenile delin- 
quency. 


An Asset To Mentat Hyeizne PERSONNEL 


At a conference held in August, 1920, of those interested in the 
training of psychiatric social workers, one of the functions of such 
workers was defined as the making of social investigations contribut- 
ing to medico-social research. As the first graduates of the first 
school for the training of psychiatric social workers—that established 
at Smith College in the summer of 1918—have been at work less than 
three years, it is not to be expected that they would have contributed 
much to medico-social research. What may be expected of them in 
this field, however, is shown by the type of thesis being prepared by 
the students at the Smith College school as a part of their work 
during the second year of their training. These theses are prepared 
not with publication/in mind, but as an academic exercise in order 
that the students may have some experience in the gathering and 
organizing of original data. Among the subjects chosen by students 
for study during the past year are found the following: A Study of 
347 Cases of Manic-depressive Psychosis Discharged from the Boston 
State Hospital; A Study of 35 Ez-service Men Treated at the Boston 
State Hospital; A Social Study of the Dementia-Praecor Cases of 
Washtenaw County, Discharged from the Michigan State Psycho- 
pathic Hospital over a Period of 15 Years; The Results of Training 
im 25 Cases of Newrasthenia under the Federal Board for Vocational 
Rehabilitation; The Epileptic in Industry—a Study of the Industrial 
Histories of 28 Male Epileptics; Social Work with Traumatic 
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Neuroses; The Need for Mental Hygiene for Children Illustrated by 
the Experience of Medical Social Workers; The Employment of Neuro- 
circulatory Asthenia Patients—a Study of 74 Cases. 

Although not originally prepared for publication, five of the theses 
submitted in 1921 have seemed to warrant publication and have been 
aecepted by Menta Hyerene and other journals. One of these— 
Inadequate Social Examinations in Psychopathic Clinics by Miss 
Dorothy Q. Hale—was published in the October number of Menta. 
Hy@tene; two others will be found in this number—The Personal 
Psychiatric History by Miss Lila Kline, and Case Correspondence ; a 
Method of Psychiatric Social Work by Miss Elizabeth C. Hayes. 

Miss Kline discusses the question, Who should take the personal 
psychiatric history? The question is raised not in reference to an 
ideally organized clinic, but in reference to a busy elinic, having 
the service of only one psychiatrist for three hours a day, although 
the experience of the psychiatrist and social worker in this clinic 
will have its significance for psychiatrists and social workers in all 
clinics. Miss Kline records her experience, leaving to the psychiatrists 
any conclusions that are to be drawn, although she expresses the 
judgment that while ‘‘the social worker cannot follow to the end any 
of the threads she may pick up, for these soon lead beyond her field 
and the range of her expertness, she can pick up and expose the 
threads so that they may at once be canenaiater si to the psychiatrist 
who will follow them through’’. 

Miss Hayes discusses a novel situation—a social worker faced with 
2,000 patients scattered throughout the rural communities of Minne- 
sota, North and South Dakota, and Montana. How are these patients 
to be reached, their morale maintained, intelligent support brought 
to their aid, hospital treatment obtained when necessary, and the 
recommendations of the physician carried out? It would seem an 
impossible task. One is inclined to smile at the thought of ‘‘treating’’ 
these patients (meaning, of course, social treatment) by correspond- 
ence. But one does not smile at the record of Miss Hayes’s experi- 
ence or at her conception of the full significance of the undertaking 
that was before her—‘‘In handling a correspondence case it is neces- 
sary to keep in mind not only the immediate needs of the patient, but 
also the future attitude and adjustment of the patient’s family and 
the point of view of the community to which it is hoped he will 
return. The policy is not to look upon any case as an isolated task— 
merely the problem of putting John Jones into a hospital—but as a 
means of introducing the average lay citizen to a better understand- 
ing of the problem of hygiene involv 

The success of the psychiatric social worker comes not alone from 
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the carefulness of her training in such schools as the Training School 
for Social Work at Smith College, the New York and Philadelphia 
Schools of Social Work, but in the quality of the young women 
chosen by these schools for training. Only those may be admitted 
to these courses who have had a collegiate education or its equivalent. 
The students at the Smith College school during the past summer 
were graduates of Vassar College, Bryn Mawr, Wellesley, Radcliffe, 
Mount Holyoke, Smith, Barnard, and state universities of the West 
and Middle West—in other words, young women with an educational 
background for the work they were to undertake. Given this pre- 
liminary background, eighteen months of carefully prepared and 
supervised specialized training, and a few years of practical experi- 
ence in the clinic and field, this new type of worker will undoubtedly 
be one of the most valuable assets in mental-hygiene personnel. 
Already her valye to the psychiatrist in bringing to him data that 
he cannot otherwise obtain and that are essential to him for the under- 
standing of the case, and in helping, with her sympathetic understand- 
ing of the mental difficulties of the patient and her expert knowledge 
of community resourees, in carrying out the recommendations of the 
physician, is well recognized. But a still further contribution may be 
expected from her as she becomes oriented in the field in the study of 
those problems, many of them of significance both to social work and 
to medicine. which Tie between the two fields, but which are now 
neglected because workers are not available for their study. 


Comparative Sratistics or State Hosprrats ror Menta Dismasss, 
1920 


The Bureau of Statistics of The National Committee for Mental 
Hygiene has published a statistical monograph with the above title 
dealing with the various forms of mental disease found among 
patients admitted to 77 state hospitals during 1920. Social facts 
relative to over 20,000 first admissions to these hospitals are pre- 
sented, including data concerning citizenship, nativity, age, education, 
environment, economic condition, marital condition, and use of 
alcohol. Tables showing the number of patients, physicians, and 
employees, and expenditures for hospital maintenance are also in- 
cluded. Data relative to deaths and discharges from these hospitals are 
presented, including recovery, improvement, and death rates, and dura- 
tion of hospital residence. Comparisons are made with the results of 
previous studies, whenever possible. Copies of the pamphlet may 
be secured without charge upon request. 
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PsYcHOLOGICAL ASPECTS OF THE VENEREAL DisEasE PROBLEM 

The United States Public Health Service has recently issued in 
pamphlet form the report on the proceedings and resolutions of the 
general conference committee of the All-America Conference on 
Venereal Diseases, held in Washington, D. C., December 6-11, 1920. 
The conference functioned largely through preliminary section dis- 
cussion of questions submitted in advance by the members, and the 
reporting of recommendations from the general conference committee 
to the delegates for consideration and adoption of resolutions. There 
were the following twelve sections: (1) Medical research and labora- 
tory questions; (2) Diagnosis and treatment of syphilis; (3 and 4) 
Gonorrhea in the male and female; (5) Public health and adminis- 
trative questions; (6) Clinic and hospital questions; (7) Statistics; 
(8) Public information and education; (9) Law enforcement meas- 
ures; (10) Protective social measures; (11) Psychological and psy- 
chiatric questions; (12) Social service. 

Readers of Mentat HyGiene will be especially interested in the re- 
port on Section 11, which is given here in full: 

‘‘Among the questions presented to the All-America Conference 
on Venereal Diseases, none aroused greater discussion than that deal- 
ing with continence (abstinence) in sexual relations for the unmar- 
ried. In this connection it must be borne in mind that the entire 
campaign carried on in the United States during the past few years 
has been based on the dictum that ‘continence is compatible with 
health, and that it is the best preventive of venereal disease’. It was 
natural that this dictum should be of great interest to followers of 
the Freudian psychology; the statement was also critically regarded 
by physicians, represented largely by certain members of Section 2. 
The problem presented to the conference consisted mainly in har- 
monizing the views of those who regarded ‘continence’ from entirely 
different standpoints. On the one hand was the physiological and 
psychological view as to the effect of continence on health and physical 
and mental well-being, and on the other was the broad sociologie view 
which contrasted the alternative of continence with promiscuity and 
fornication. 

‘The original dictum cited above undoubtedly. represents the point 
of view of the social-hygiene worker. The physiological view is pre- 
sented in the more cautiously restricted statement offered by Section 2, 
as follows: 

‘*Resolved, That the complexity of the question of the relation of 


continence to health is recognized. It is generally admitted that con- 
tinence in the sense of total abstinence from sexual intercourse is not 
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a physiologic state in the sexually normal adult. On the other hand, 
the dangers and disadvantages to the individual and to the race which 
ensue upon the infringement of continence in the young unmarried 
man or woman are so serious that they outweigh the possible physio- 
logic disadvantages of sexual abstinence. 

‘‘On the ground that dangers and disadvantages consequent upon 
infringement of continence were the same in older persons, the word 
‘young’ was subsequently stricken out. 

‘*Meanwhile, the psychological section had also dealt with the 
problem, their interest being chiefly in the alleged disastrous conse- 
quences of repression of the sex instinct. It was accordingly interest- 
ing to have Section 11 report on this subject as follows: 


‘Resolved, That although there is danger that a superficial and 
erroneous interpretation of the Freudian psychology in regard to the 
repression of the sex instinct may be detrimental to the successful 
development of the program for the control of the venereal diseases, 
a more thoroughgoing, complete, and scientific interpretation tends to 
aid such a program in that it places the emphasis upon the practical 
means for guiding the sex instinct into socially useful and constructive 
activities. 

‘*With the discussion which the whole question of continence 
aroused, representatives of the various sections concerned subsequently 
coéperated and drafted the resolution which was finally adopted as 
expressing the views of the All-America Conference with respect to 
continence. 

“This resolution is as follows: 


‘Resolved, That the complexity of the question of the relation of 
continence to the total well-being of the individual is recognized. 
Although it is generally admitted that, after maturity, continence in 
the sense of total abstinence from sexual intercourse is not a physio- 
logie state, nevertheless the dangers and disadvantages to the indi- 
vidual and to the race which ensue upon the infringement of con- 
tinence in the unmarried man or woman are so serious that they out- 
weigh the possible disadvantages of sexual abstinence. 

‘*Really a part of the continence problem is a question propounded 
to Section 11, as follows: 

“Is there any danger that increasing success of programs of re- 
pression of prostitution will bring about psychological or psychiatric 
damage through sexual repression f 

**To this the section returned the following reply : 

** Resolved, That at the present time there is not sufficient evidence 
upon which to base a statement concerning any possible danger of 
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the repression of prostitution in producing psychological or psychia- 
trical injuries through sex repression. 

‘*Taking up other psychological phases of the work in venereal- 
disease control, Section 8 called attention to the fact that any adequate 
program of sex education aiming at the development of sound normal 
attitudes toward sex and at the reduction of venereal diseases must 
be based upon principles empirically determined. For this reason the 
section— | 

‘* Resolved, That research be encouraged for securing data concern- 
ing the sex life of normal individuals. 

‘‘Of special interest to those guiding the educational and informa- 
tional activities of the campaign against venereal diseases are the state- 
ments made by Section 11 with respect to the psychological stages in 
the development of sex. 

‘‘Resolved, That there are definite psychological stages in the de- 
velopment of sex, although exact lines of demarcation between them 
cannot be indicated. In general, these stages are: 

1. The infantile period, including approximately the years from 
birth to four. 

2. The pre-pubertal period, from the age of four to the appearance 
of puberty. 


3. The adolescent period, from puberty to the age of approximately 
twenty-five, or until the time of marriage if it occurs earlier than this. 

4. The marital period. 

5. The senile period. 


“Resolved, That any program of education in relation to sex should 
take account of these stages and should adapt informational matter, 
teaching, and training to the needs of each period. Furthermore, 

**In the practical application of this, it should be recognized that 
what is characteristic or normal for one stage need not be characteristic 
or normal for another, and the aim should be to avoid arrest at any 
stage and to provide opportunities for the normal and natural progress 
of the individual to successive stages until complete development, in- 
volving normal sex relations in marriage, and satisfactions incident 
to normal, happy, family life (including the satisfaction of having and 
rearing children) be attained. 

** Resolved, That any practical modifications of existing methods of 
sex education which should be made in view of our knowledge of the 
stages of sex development would involve practically a critique of the 
whole sex-education program and, therefore, cannot be considered 
by the conference.”’ 
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ANNUAL MEETING OF THE NaTionaL CoMMITTEE FoR MentaL HyGrene 


The twelfth annual meeting of The National Committee for Mental 
Hygiene was held at the Hotel Pennsylvania, New York City, Novem- 
ber 10, 1921. Immediately following a luncheon for the members of 
the National Committee, short addresses were made by Dr. Walter 
B. James, President of The National Committee for Mental Hygiene; 
Hon. William I. Manning, Ex-governor of South Carolina; Wil- 
liam A. Neilson, President of Smith College; Dr. C. Macfie Campbell, 
Director of the Boston Psychopathic Hospital; Dr. Thomas W. Sal- 
mon, Medical Director of The National Committee for Mental Hygiene; 
Mr. Clifford W. Beers, Secretary of the National Committee; and Mr. 
Cyrus P. Keen, who is directing the committee’s financial campaign. 
The following officers were reélected for the coming year: President, 
Dr. Walter B. James; Vice-presidents, Charles W. Eliot, Dr. Bernard 
Sachs, and Dr. William H. Welch; Treasurer, Otto T. Bannard; and 
Secretary, Clifford W. Beers. Members of the board of directors and 


of the National Committee whose terms expired in 1921 were also 
reélected. 


IMPORTANCE OF NEUROPSYCHIATRIC WorRK IN THE ARMY 


The following appreciation of the important work performed by 
the Neuropsychiatric Section of the United States Army during the 
war appears in The Army Behind the Army, by Major E. Alexander 
Powell: 

‘*Though for a number of years prior to the war there had been a 
steadily increasing appreciation of the importance of neurology and 
psychiatry in the organization of a fighting machine, the theories 
which had been evolved along these lines were never put into prac- 
tice, at least on a large scale, until America’s entry into the great 
conflict, when there was organized the Neuropsychiatric Section of 
the Division of Internal Medicine. When the section was created, 
about fifty neuropsychiatric officers were commissioned; when the 
Armistice was signed, this number had risen to nearly 700. The chief 
function of the section was the exelusion from the army, by means of 
special tests, of men who, because of mental and nervous diseases, 
were considered unfit for military service. At first this section was 
treated with open derision or contemptuous tolerance by certain of 
the narrow-minded or the prejudiced—for the Medical Corps, like all 
other branches of the army, is not without its fogies who regard with 
suspicion anything that is new. The best proof of the success of its 
work, however, is the fact that it diseovered the presence in the army, 
at home and overseas, of more than 72,000 men suffering from nervous 





NOTES AND COMMENTS 217 


and mental disorders, every one of whom was a potential menace to 
our success as long as he remained in active service. Thanks to the 
simple, but highly effective tests which the psychiatrists devised, cer- 
tain men were discovered to be moral perverts; the tests showed that 
others, if exposed to the strain of battle, probably would have suf- 
fered mental collapse, and that still others did not possess a suffi- 
ciently developed mentality to understand or to carry out orders. 
Imagine how grave a menace a single pervert might have proved to 
the morals of the men with whom he was associated in the intimacy 
of army life. Picture the danger to the success of a military opera- 
tion of a single soldier who did not possess sufficient intelligence to 
understand the orders which were given him or the courage to carry 
them out. Such men were of far greater potential danger to the wel- 
fare of the army than were those suffering from tuberculosis. By 
means of the psychiatric tests given at the camps and cantonments, 
more than 1 per cent of all the men brought into the army by the 
draft were discovered to be mentally unfit and were at once rejected. 
On the other hand, many drafted men were found to possess excep- 
tional mental qualifications and were thus marked out for assignments 
where their special aptitudes would prove of the greatest value, in 
many cases being recommended for the officers’ training camps. This 
was the first war in which mental tests have been employed. Men 
with undeveloped minds, unstable nervous systems, or inadequate self- 
control are very bad risks for armies. They are unknown ‘quantities 
and their behavior in moments of stress cannot be relied upon. Such 
men may cause disaster in action, they are liable to shell shock, and 
they are likely to swell the lists of pension claimants. But the psy- 
chological tests, though they did not entirely eliminate these dangers, 
certainly reduced them to a minimum, enabling line officers to equalize 
the mental strength of their commands by the reassignment or transfer 
of men to less exacting duties, or, in the case of those who were actually 


feebleminded, securing their discharge from the army and returning 
them to their homes,’’ 
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